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Contact of a sensitized body cell with an allergen and 
subsequent release of histamine is considered to be the 
mechanism of allergic disorders. 


Blocking the action of histamine, BENADRYL prevents reaction 
in cells that have been sensitized. Relief of symptoms is 
gratifyingly rapid, usually occurring within an hour or 

two after the first dose. And treatment with BENADRYL 

is simple, convenient, and inexpensive. 


BENADRYL 


BENADRYL has been found highly effective in a wide variety of 
allergic states, ranging from seasonal, such as hay fever, to 


the non-seasonal, such as acute and chronic urticaria; angioneurotic 
edema, vasomotor rhinitis, contact dermatitis, erythema multiforme, 
pruritic dermatoses, dermographism, serum sickness, food allergy, 
and sensitization to drugs, such as penicillin and the sulfonamides. 


BENADRYL hydrochloride (diphenhydramine hydrochloride, Parke-Davis) is available 
in a variety of forms to facilitate individualized dosage and flexibility of 
administration, including Kapseals®, Capsules and a palatable Elixir. 


The usual dosage of BENADRYL is 25 to 50 mg. repeated as required. Children up 
to 12 years of age may be given 1 to 2 teaspoonsful of Elixir Benadryl. 


AMPETROIT 32, MICHIGAN 
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How mild can cigarette be? 


“I MADE THE CAME] 


30-DAY TEST ANp | 
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TELEPHONE OPERATOR 


R. J. Reynolds Tobacco Company, Winston-Salem, N.C. 


According to a Nationwide survey: 


More Doctors Smoke Camels 


than any other cigarette . 


Doctors smoke for pleasure, too! And when three leading independent research organiza- 
tions asked 113,597 doctors what cigarette they smoked, the brand named most was Camel! 
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YEARS... 


PIONEERING, 
DEVELOPING, 
PRODUCING 


It was in 1865 that Charles A. 
Page organized one of the first 
canned milk plants in the world. 
Today, with improved modern, scien- 
tific facilities, the Page family is still actively 

engaged in the processing of top-quality evaporated milk. . 


From this heritage of family know-how comes Page Milk, 
fortified with extra vitamin D. Addition of the sunshine vitamin, 
an improvement Page helped pioneer, makes Page Milk an ef- 
fective preventative for rickets. Irradiated 7 dehydrocholesterol 
is biologically assayed, insuring an unvarying vitamin D potency. 


Through the years no effort has been spared to improve proc- 
essing methods and raise the nutritional standard of Page Milk. 


Doctors can recommend Page Evaporated Milk with com- 
plete confidence that their patients are using a dependable, 
superior-quality product . . . produced by Page, a prominent 
name in canned milk history for more than eighty years. 


THE PAGE MILK COMPANY fang 


COFFEYVILLE, KANSAS a 
Generai Offices: Merrill, Wisconsin : 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, MO. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 


MAURICE.L. JONES, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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The brilliant English poet, Lord Byron, who had many mild convulsive 
attacks during his short life, is an outstanding example of the fact that 
epilepsy need not cloud a man’s mentality. 


Comparative studies have shown that in some cases better control of grand mal. as well as petit 

mal seizures can be obtained with Mebaral than with corresponding doses of other antiepileptic 

drugs. Mebaral produces tranquillity with little or no drowsiness. It is particularly desirable not 

only in epilepsy but also in the management of anxiety states and other neuroses. The fact that 

Mebaral is almost tasteless simplifies its administration to children. Average dose for children 12 
to 3 grains, adults 3 to 6 grains daily. Tablets %, 1% and 3 grains. 


MEBARAL 


Brand of Mephobarbital 


C NG 


, 
LORD BYRON 1788-1824 
k 


Xx THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Tissue repair is the keystone of the recovery process has been shown 
recovery process. It makes little difference | empirically to speed the patient upon 
if the infection is halted, the fracture the road to normal health. Amino acid 


reduced, or the metabolic imbalance ad- _ preparations should be supplemented 
justed—it is the patient’s own cells that by moderate amounts of vitamins. 
the _ Lederle research has for some time been 


While true hypoproteinemia is compara- _—_ concerned with such mixtures of amino 
tively rare, nevertheless hypernutrition acids and vitamins and their application 
with essential amino acids during the __ in the field of nutrition. 


‘ 


LEDERLE LABORATORIES DIVISION 
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THE USE OF THE DIAPHRAGM INTRODUCER 


Use of a diaphragm introducer is favored by many 
patients who find manual manipulation objection- 
able or difficult. It facilitates the insertion and correct 
placement of the diaphragm, as well as its removal. 
The “RAMSES”* Diaphragm Introducer provides 
the following features: 


@ Simplicity and convenience in use 
@ Safety — design minimizes possibility of injury to 
the cervix or accidental insertion into the urethra 


@ Smooth surface lessens bacterial proliferation — 
makes for easy cleaning 


@ Ease of removal assured by bluntly hooked end 


The “RAMSES” Diaphragm Introducer is supplied 
in the Physician’s Prescription Packet No. 501, with- 
out charge 


TRADEMARK REG. U.S. PAT. OFF. 


PHYSICIAN’S PRESCRIPTION PACKET NO. 501 
A complete unit for conception control. Contains (1) a 
“RAMSES” Flexible Cushioned Diaphragm of the prescribed size, (2) a “RAMSES” Dia- 
phragm Introducer of corresponding size, and (3) a tube of “RAMSES” Vaginal Jellyt 
(regular size). 

* The word “RAMSES” is a registered trademark of Julius Schmid, Inc. 


t Active Ingredients: Dodecaethyleneglycol Monolaurate 5%; 
Boric Acid 1%; Alcohol 5%. 


oy lent div : | “RAMSES” Vaginal Jelly is accepted 


by the Council on Pharmacy and | 

_ Chemistry of the American Medical | 

phragm an iaphragm Introducer 
423 West 55th Street, New York 19, N. Y. _ are accepted by the Council on | 
_ Physical Medicine of the American | 


quality first since 1883 Medical Association. 
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for POSTOPERATIVE 
and POSTPARTUM 
NEEDS 


Basic design and theuniquesys- 
tem of adjustment make a large 
variety of Camp Scientific Sup- 
ports especially useful as post- 
operative aids. Surgeons and 
physicians often prescribe them 
as assurance garments and con- 
sider them essential after op- 
eration upon obese persons, 
after repair of large herniae, or 
when wounds are draining or 
suppurating. A Camp Scientif- 
‘ic Support is especially useful in 
the postoperative patient with 
undue relaxation of the abdom- 
inal wall. Obstetricians have 
long prescribed Camp Post- 
operative Supports for post- 
partum use. Physicians and 
surgeons may rely on the Camp- 
trained fitter for precise execu- __ | 
tion of all instructions. 
If you do not have a copy of the 


THIS EMBLEM is displayed only by reli- 
able merchants in your community. Camp 


Camp ‘*Reference Book for Phy a Scientific Supports are never sold by door- 

sicians and Surgeons”’, it will to-door canvassers. Prices are based on 

intrinsic value. Regular technical and 

be sent on request. ethical training of Camp fitters insures 

, precise and conscientious attention to your 
recommendations. 


S. H. CAMP anp COMPANY, JACKSON, MICHIGAN 


World’s Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago ¢ Windsor, Ontario ¢ London, England 


: 
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Dorsey Your Way 


FOLLOWING a parallel route to a similar 
destination, the ethical pharmaceutical 
maker necessarily keeps the progress and 
direction of scientific medicine constantly 


in view. 

For a closer look at medicine’s progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 
search grants and added research personnel. 


HE SMITH-DORSEY COMPANY + Lincoln, Nebraska BRANCHES AT LOS ANGELES AND DALLAS 


AMINOPHYLLINE SUPPOSITORIES @ DORSEY 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Co-operation 
with referring physicians. Write or phone. 


| 
RALPH 
SANITARIUM 


Ostablished 1897 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE e KANSAS CITY 6, MISSOURI 
Telephone Victor 3624 
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the gland, 


«+. and nothing but the whole gland 
can achieve the effects of the full 
array of cortical hormones in correcting 
such typical symptoms of adrenal cortical 
insufficiency as loss of weight, impaired 
resistance to infections, lowered muscle 
tone, lassitude and mental apathy. 


Because ADRENAL CORTEX EXTRACT (UPJOHN) is a specially 
extracted preparation from the whole gland, it 
provides all the active principles of the 
cortex for full therapeutic replacement 
of multiple cortical action on carbohydrate, 
fat and protein metabolism, vascular 
permeability, plasma volume, 
body fluids and electrolytes. 


. gland... 
subcutaneous, 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


He started retiring today! 


--. and it feels good! 
It’s going to take time, but the point 
. he’s taken that all-important first 
step ... he’s found a way to make saving 
a sure, automatic proposition . . . 

He’s buying Savings Bonds, the safest 
investment there is, through the Payroll 
Savings Plan! 

This makes saving an absolute certainty! 
You don’t handle the money to be in- 
vested . . . there’s no chance for it to slip 
through your fingers and . .. U.S. Savings 


Bonds pay you 4 dollars for every 3 in- 
vested, in ten years! 

Think it over! We believe you’ll agree 
that bonds are the smartest, surest way 
there is to save. 

Then—sign up for the Payroll Savings 
Plan yourself, today! Regardless of your 
age, there’s no better time to start re- 
tiring than right now! 

P. S. If you are not eligible for the Payroll 
Savings Plan, sign up for the Bond-A- 
Month Plan at your bank. 


Automatic saving is sure saving — U.S. Savings Bonds 


Contributed by 


CAPPER PRINTING CO.., Inc. 


912 Kansas Avenue 
TOPEKA, KANSAS 
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WHEN THE DIET 


Comparison of the accompanying two 
columns of nutritional values clearly shows 
why Ovaltine in milk has been so widely 
accepted as a highly effective multiple 
dietary food supplement. 

Column A lists the National Research 
Council’s Recommended Daily Dietary 
Allowances for each 100 calorie portion in 
the diet of a 154-pound man of sedentary 
occupation. Column B lists the amounts 


*Based on average reported values for milk. Three servings 
of Ovaltine, each made of % oz. of Ovaltine and 8 fl. oz. of 
whole milk, the daily dosage recommended for diet sup- 
plementation, provide 676 calories. 


of the same nutrients provided by a 100 
calorie portion of Ovaltine in milk. 


The easy digestibility and appealing flavor 
of Ovaltine in milk enhance its value as 
a dietary supplement. Chocolate Flavored 
Ovaltine is especially liked by children. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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N.R.C. Diet  Ovaltine in Milk* 
CALCIUM ............ 40 mg........ 166 mg. 
PHOSPHORUS........ 60 mg........ 139 mg. 
VITAMIN A........... 208 LU........ 444 LU, 
THIAMINE. ........... 0.05 mg........0.17 mg. 
RIBOFLAVIN. ......... 0.08 mg........0.30 mg. 
ASCORBIC ACID ...... 3.1 mg........ 4.4 mg. 
PROTEIN............. 2.9 Gm........ 4.7 Gm. 
i 
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Operating Lamp 


Designed for eye, ear, nose, and ttroat stand screws directly into butt of pistol 
work specifically, but widely used for grip 
many other operative procedures, the AO ‘ 
Operating Lamp gives an intense, uni- 
formly illuminated spot of light when you e 


want it, where you want it. The size of Right angle mirror on lens tube provides 


the spot is adjustable by means of an iris complete versatility in spotting light. 
diaphragm. 

Unique body design combines maximum 
illumination with efficient heat dissipa- @ Flexible gooseneck places lamp in any 


tion. Aluminum and plastic parts main- 
tain streamlined beauty, strength, and 
lightness. Note these special features: 


desirable position. 


@ Ultraviolet and heat filters for simple 


@ Conversion made easily from hand to insertion, singly or in combination, are 
floor use (and the reverse)}—adapter on available at nominal cost. 


Call your AO Sales Representative. He 
will be glad to arrange a demonstration. 
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THE MAJOR CLINIC ASSOCIATION 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 


A Well Beautiful 
Equipped 
rge, 
Institution Well 
for the Grounds 
Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Restoring 
Patients toa 
Tobacco Normal 
Addictions _ Condition 


HERMON S. MAJOR, M.D. HERMON S. MAJOR, JR. 
‘Medical Director Business Manager 
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Pulvules 
AL SODIUM 
yl-methy 
(Sodium, Lilly 
2 (0.8 Om 


Sleep That Makes the Darkness Brief 


Physicians are well aware of the importance of a good 
night’s rest. When tired limbs and overbusy minds cause 
restlessness and insomnia, a bedtime dose of ‘Seconal Sodium’ 
(Sodium Propyl-methyl-carbinyl Allyl Barbiturate, Lilly) 
is indicated. 

‘Seconal Sodium’ exerts its hypnotic effect quickly, 
inviting forgetfulness and sleep. Because of its brief duration 
of action, the patient awakes refreshed, well rested. 

Specify ‘Seconal Sodium’ on orders and prescriptions. 
Druggists have it in 34-grain and 14-grain pulvules, in 
ampoules, and in suppositories. 


Lilly 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A, 
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AN ORTHOPEDIST 
COUNTS HIS ALLIES 


Co-operative teamwork is part and parcel of the American 
way. In order to diagnose correctly obscure bone and joint 
disorders, the orthopedic surgeon needs the roentgenologist 
and often the pathologist and the bacteriologist. The combined 
knowledge and experience of all these specialists result in 
better service for the patient. 

Co-operative effort is also the rule at the Lilly Research 
Laboratories. Scores of qualified workers, representing all 
of the allied medical sciences, pool their skills to assist in 
the solution of medical problems. Their findings, in turn, are 
made available to physicians in the form of improved 
techniques and better pharmaceutical and biological products. 
Their aim is to contribute to the welfare of the patient by 
placing safer, more effective medicinal agents in the 
physician’s competent hands. 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 


: 
: 
| 
By 
: 
QS 
~ 
= 
i 
od 
\\ 
Sul 


THE JOURNAL 
of the 
KANSAS MEDICAL SOCIETY 


Owned and Published by The Kansas Medical Society 


Volume L 


AUGUST, 1949 


Office Gynecology* 
Robert J. Crossen, M.D. 


St. Louis, Missouri 


In the discussion this afternoon I shall cover some 
of the advances that have been made in the diagnosis 
and treatment of a few of the gynecological condi- 
tions which can be handled in the office. One of the 
most important of these is the question of cancer 
prevention and detection. This subject is not a new 
one, but it is one which needs to be explored fre- 
quently to be sure that we are doing everything that 
can be done to save our patients from cancer deaths. 

As with other advances in medicine, progress in 
this field has been slow, due in part to apathy of 
the public and in part to the natural resistance of 
physicians in general to new ideas which have not 
been tested by time. I can recall some 25 years ago 
the discussion of a paper read on this subject by 
Dr. H. S. Crossen, in which he had suggested the 
advisability of yearly pelvic examinations in women 
between the ages of 35 to 40 and biannual examina- 
tion from 40 to 50 years of age. Many of the dis- 
cussants felt that this was a rather bold suggestion 
and they wondered if such a step was really indi- 
cated. Now, of course, we all advise biannual ex- 
amination and the public has become educated to 
the wisdom of this advice. 

The treatment of cancer is being constantly im- 
proved, but the prevention of cancer is still the 
greatest life-saving measure. Through the years, ef- 
fective methods of prevention, which can be used 
by the general practitioner as well as the gynecolo- 
gist, have been developed. The general practitioner 
and the internist must assume a key position in the 
program for cancer prevention, for they are usually 
the first to see the patient. 


The patients who come to him for other condi- 
tions and have no pelvic symptoms, present one of 
the most difficult problems in cancer prevention. 
We know that even without subjective nhs 
early cancer, or conditions leading to its inception, 
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may be present. On the other hand, any practical 
rule of action must take into consideration the pa- 
tient’s natural reluctance to vaginal examination not 
indicated by symptoms. By tactful instruction, the 
patient must be made to realize, by the physician, 
the advisability of a local examination as part of the 
general examination on which his responsible advice 
to her is to be based. From the physician’s stand- 
point, the local examination is imperative, for his 
responsibility as the patient’s medical adviser makes 
it necessary to know definitely whether or not there 
is beginning cancer of the cervix or chronic irrita- 
tion that may lead to it. 


The question of how frequently the examination 
should be repeated was investigated recently by a 
group of physicians in Philadelphia and they found 
that biannual examinations were often enough to 
discover chronic irritation or carcinoma in the early 
stage. 

The question of the age at which these examina- 
tions should start is frequently asked. Carcinoma of 
the cervix occurs most frequently in the two decades 
from age 35 to age 55, but numerous cases have 
been reported before 35 and after 55; hence, any 
woman of 30, especially one who has had children 
or previous cervical infection, should be checked at 
least to 55 years of age. 


The patient then, having presented herself for 
the cancer prevention examination, places on the 
shoulders of the doctor the responsibility of dis- 
covering whether or not she has an early new growth 
or any condition which is apt to lead to the devel- 
opment of carcinoma. What methods are available 
for this detection work? It is now generally rec- 
ognized that the chronically infected or irritated cer- 
vix is an important factor in the development of 
cervical carcinoma, and it is for this reason that spe- 
cial care is taken to treat post-partum lacerations and 
eversions adequately after delivery and in the office 
later, so that this potential source of malignant dis- 
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ease may be eliminated. When this care has been 
neglected and the chronically diseased cervix is 
present, the question arises as to what procedures 
should be followed. Formerly, many tests such as 
the colposcope examination, the Shiller test, and fre- 
quent multiple biopsies were done in the hope of 
detecting the earliest sign of carcinomatous change. 
Undoubtedly, in some of these, the cancer was be- 
ginning its early deep invasion while the doctor was 
waiting for it to appear on the surface, and thus the 
best chance of prevention or detection and early 
treatment was lost. Mild cases of cervicitis can, of 
course, be treated successfully in the office by cau- 
tery, small conization, or coagulation, but palliative 
treatment of the persistent or the more extensive 
case with deep-seated cysts is inexcusable. These 
cases should have a wide removal of the infected 
area, preferably by wide conization. In this way the 
area is removed and the pathologist has all of the 
suspicious tissue for careful microscopic examina- 
tion. This either rules out carcinoma, or, if begin- 
ning malignant change is present, shows necessity 
for prompt treatment. In the American Journal of 
Obstetrics and Gynecology for January, 1949, I re- 
ported a series of over 1,000 cases of wide coniza- 
tion followed from one to 14 years, and there were 
no cases of subsequent cervical carcinoma in the 
cases followed. 


The search for a simple and reliable test for the 
detection of early cancer goes on, and at present the 
vaginal smear is the method receiving most of the 
publicity. The early reports of Papanicolaou and 
Traut and the more recent reports by Fremont- 
Smith; Meigs; Ayre; Graham, Sturgis and McGraw; 
Sheffy, Rakoff, and Hoffman have shown the real 
value of this method, but many of the over-enthus- 
iastic articles fail to mention the prerequisites need- 
ed for a reliable diagnostic service. In the first place, 
it is necessary to have a cytologist experienced in 
this particular field. Traut stated that it takes four 
months to train a person who has had previous train- 
ing, in tissue diagnosis, so that he can screen out 
the clearly negative slides from those which are sus- 
picious. A much longer period of training is needed 
to make a positive diagnosis with a 95 per cent de- 
gree of accuracy. Even the experts agree that the 
smear should always be confirmed by biopsy, for 
false positive reports are apt to lead to unnecessary 
surgery. Even more important is the fact that false 
negative reports, in cases where early carcinoma ex- 
ists, give a false sense of security and failure of early 
treatment. This was emphasized by Sheffy, Rakoff, 
and Hoffman who reported 28 per cent of cervical 
carcinomas and 33 per cent of fundal carcinomas 
missed by the smear technique. 


Ayre has shown that the method of scraping 
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around the external os and then blocking this tissue 
obtained in paraffin, aids in the accuracy of tissue 
diagnosis. 

Though this promises to be a real step ahead in 
the discovery of early uterine carcinoma, at present 
there are only a very few cytologists in the country 
qualified in this field; they should continue their ef- 
forts until the practical importance of the test can 
be evaluated, and in the meantime it should be used 
only as an adjunct to the more accurate and decisive 
methods of diagnosis. In the Gynecological and 
Obstetrical Department at Washington University, 
we have been running smears along with other 
methods of diagnosis, and although one unsuspected 
case of carcinoma was picked up, the test in our 
laboratory is still far from reliable. Certainly the 
time is not yet ripe for insisting that every patient 
have a cervical smear. 


Some of the more recent developments in the 
office treatment of vulvar diseases are concerned 
with: condylomata acuminata, leukoplakic vulvitis, 
parasitic infections, Bartholin abscess, and edema of 
the vulva. 

The treatment of condylomata acuminata until re- 
cently consisted of keeping the vulva clean, douches, 
and the application of mild antiseptic or caustic oint- 
ments. If these were not successful, the patient was 
given an anesthetic, and the lesions were scrubbed 
with formaldehyde or removed, usually by electro- 
surgery; x-ray or radium was also advised in some 
cases. In 1941 Culp and Kaplan reported 200 cases 
treated by Podophyllin. Since then numerous ar- 
ticles on Podophyllin have appeared in the literature. 
The cytological effects of Podophyllin were studied 
by Sullivan and Wechsler. Following its application, 
the condylomata become edematous and an inflam- 
matory reaction appears and remains for several 
days. Within a week, involution occurs and the watt 
shrinks into a small mass which finally drops off, 
leaving no scar. Various vehicles have been sug- 
gested; Sullivan and King used 25 per cent mixture 
in mineral oil, Marks used 15 per cent solution in 
compound tincture of benzoin, Weiss used 25 per 
cent solution in alcohol, and there is also an oint- 
ment manufactured by Abbott, 25 per cent in hydro- 
sorb base. Whichever preparation is used, care must 
be taken to protect the surrounding normal skin, and 
the patient should not be alowed to use it at home. 
The skin around the warts should be covered by 
vaseline and then the Podophyllin applied to the 
wart, wiping off any excess. Powder may be applied 
to the rest of the vulvar area if desired. After eight 
hours, the parts including the warts should be 
washed thoroughly with soap and water by the pa- 
tient. The patient should return in 10 days and 4 
second application made if necessary. M. Sullivan, 
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Friedman and Hearin, in a recent article, find that 
Podophyllin is a mixture of four components: podo- 
phyllotoxin, podophylloresin, picropodophyllin and 
quercetin. They used the pure podophyllotoxin in 
44 patients with 81.5 per cent cures, and they feel 
that the active principle responsible for the curative 
effect on condylomata acuminata is the podophyllo- 
toxin. 

Another vulvar lesion which has long been a 
problem for the gynecologists is leucoplakic vulvitis. 
Taussig, in his outstanding work on this subject, 
stated that this condition was a definite precursor of 
vulvar carcinoma and he felt, from his observations, 
that it was safe to assume that at least half of the 
cases would eventually undergo malignant change. 
He stated that although he had seen some temporary 
alleviation he knew of no five-year cures, spon- 
taneous, medical, or radiotherapeutic. He felt that 
vulvectomy was the only effective or safe therapy. 
In young women, one naturally hesitates to do this 
radical procedure, so when reports appeared on the 
efficacy of estrogen therapy, we all, of course, gave 
it a trial. I have had several cases in which the con- 
dition was arrested and even improved slightly, but 
none of them have been permanent. In the past 
year, I have done vulvectomies in two patients who 
had been on estrogens for several years. One, who 
lived in Arkansas, had continued the estrogenic 
therapy for two years without returning for ob- 
servation, and when she finally did come in the con- 
dition was so much worse that I was afraid that there 
was beginning carcinoma. A radical vulvectomy was 
done, and fortunately no carcinoma was found. 


New hope for an effective conservative treatment 
has been aroused by the recent work of Hyams and 
Bloom. These workers feel that leucoplakia vulvae 
is of metabolic origin, due to a failure in utilization 
and/or absorption of vitamin A. They investigated 
a group of 18 patients with histologically verified 
leucoplakic vulvitis. Since keratinization of the epi- 
thelium is one of the prominent features in leu- 
koplakia, and since Wolbach and Howe had demon- 
strated that similar changes occur when there is con- 
tinued absence of vitamin A in the diet, Hyams and 
Bloom decided to try giving vitamin A to the 18 
patients with leucoplakic vulvitis. The daily dosage 
varied from 250,000 to 500,000 units, supplemented 
by injections of 50,000 units twice weekly. In ad- 
dition, each patient received 15 minims of dilute 
HCL in water, three times daily. Of the 18 patients 
treated, 14 were relieved, both subjectively and ob- 
jectively. Two of the unimproved cases were dia- 
betics, one was syphilitic, and one had cardio-renal- 
vascular disease. The authors feel that these com- 
plications interfered in some way with the absorp- 
tion of vitamin A. In four years of observation, 
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none of the cases showed a tendency toward vulvar 
carcinoma. Since this article appeared in 1947, I 
have placed three cases of leucoplakic vulvitis in 
younger women on this therapy and all have shown 
marked improvement. 

In regard to the parasitic infections of the vulva, 
the older treatments have been supplanted by more 
efficient and less messy methods of treatment. 


For pediculosis pubis, the patient is instructed to 
powder the pubic area thoroughly with five per cent 
D.D.T., daily for three days. In cases where this does 
not kill the mites, cuprex sol. (Merck) rubbed in 
thoroughly will usually be effective. 

Prior to the introduction of benzyl benzoate, the 
treatment of scabies consisted of the use of oint- 
ments and salves which were left on for several days. 
Nielson and Kissmeyer treated 8,000 patients with a 
single application of benzyl benzoate emulsion and 
claimed uniformly good results. In a report last 
year, Robinson found that in cases in which there 
was a superimposed pyoderma, a benzyl benzoate 
tyrothricin mixture was more effective than either 
alone; the formula he used was manufactured by 
Sharpe and Dohme under the trade name of “Tyro- 
scabe.” The blisters were opened and washed with 
warm soap and water, then dried. The application 
was made on two successive days and then the pa- 
tient took a warm bath. Sixty-nine of the 71 cases 
were cured within five to 14 days. Kessler and 
Hines, in a recent AMA Journal, report excellent re- 
sults using hexalchlorocyclohexane in a vanishing 
cream base. 

Another infection usually having its origin 
through the gynecological portal is, of course, gon- 
orrhea. I shall not try to go into a general discussion 
of this condition; suffice it to say that the sulpha 
drugs and the newer antibiotics have proved ef- 
fective in most cases. In the refractory cases these 
treatments should be supplemented by fever therapy. 
The abscess of the Bartholin gland, whether due to 
gonorrheal or non-specific infection, formerly re- 
quired incision and drainage and then frequently 
secondary removal of the gland. Recently, excellent 
results have been secured by Goldberger and Lapid, 
using the following procedure: the vulva is cleaned 
with soap and water and an 18-gauge needle is in- 
serted directly into the abscess cavity from the 
mucosal side of the abscess. The pus is aspirated. 
Then with the needle left in place and with a fresh 
syringe, 200,000 units of peniciHin in 10 cc. of nor- 
mal saline are slowly injected. After removing the 
needle, a piece of gauze is held over the point of 
entry for several minutes. They found that the pa- 
tients treated in this way enjoyed immediate relief 
of the exquisite local tenderness and the evidence of 
the inflammatory process disappeared in 24 hours. 
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Pruritis vulvae is another condition which fre- 
quently causes the patient to make a prompt visit 
to the doctor. I will not attempt to go into the many 
causes of this condition. After ruling out the com- 
mon causes such as pin worms, mycotic and other 
diseases of the rectal and vulvar skin, furunculosis, 
parasitic diseases, leucorrhea and urinary infections, 
allergic reaction to drugs or external irritants should 
be suspected. Certain materials in the underwear, 
pads, contraceptive jellies, soaps, home remedies, 
salves and powders may cause marked irritation. The 
treatment is to discover and avoid the causal agent. 
Since the advent of pyribenzamine, this has been 
used either by mouth, 50 mgm. four times a day, or 
as an ointment or creme locally. The immediate re- 
lief of the acute itching is comforting to the patient 
as well as the doctor. Feinberg and Bernstein ob- 
tained relief of the intense itching in 24 of 33 pa- 
tients suffering from eczema, many of whom had 
had no relief from other treatments. The pyribenza- 
mine ointment does not cure the underlying cause 
of the eczema, but by eliminating the scratching it 
allows the inflammatory reaction in the skin to 
clear up. 


A rather infrequent but very distressing condi- 
tion which sometimes occurs in pregnancy is edema 
of the vulva. It was seen more frequently in the not 
too distant past, when we used to place our toxemia 
cases on a protein-free diet over many weeks. I saw 
two such cases, in consultation, in which the vulva 
was so edematous that small areas of gangrene of 
the skin were present. The only advice I could think 
of, in the pre-protein balance era, was hypertonic 
glucose, mag. sulphate and multiple incisions. Since 
the newer knowledge of hypoproteinemia and the 
importance of the colloid osmotic pressure of the 
serum protein in water balance, the underlying cause 
of this condition is better understood. Eleven cases 
were reported by Arnelk. In addition to bed rest, 
with glucose containing vitamins C and B, and a 
high-protein diet, these cases received an average of 
2,000 cc. of whole blood and additional plasma if 
needed. In a few of his very severe cases, multipl> 
punctures were required for immediate temporary 
relief. 

Another condition which we are frequently called 
upon to treat is vaginal discharge. The diagnosis 
and treatment of leucorrhea is well known to you, 
and I shall not spend time rehashing the whole sub- 
ject but will attempt to touch the high spots and 
bring the treatments up to date. Vaginitis in chil- 
dren needs mention. 


When a mother brings her pre-puberty daughter 
in for vaginal discharge, the following conditions 
should be considered: physiologic exfoliation of the 
vaginal epithelium which sometimes occurs for some 
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months prior to the onset of menstruation, foreign 
body in the vagina, non-specific infection from dirt, 
feces, or manipulation, and gonorrheal vaginitis. 

A smear of the secretion will rule out gonorrhea. 
If the smear contains a predominance of epithelial 
cells and few leucocytes, it is probably due to the 
cyclic physiological changes occurring in the vag- 
inal wall, and no treatment other than cleanliness is 
needed. It is important to impress this fact on the 
mother, or she is apt to be dragging her young 
daughter from office to office trying to find out 
why Mary has a slight soiling of her panties, thereby 
running the danger of making a psychiatric problem 
of her otherwise normal child. 

Should the smear show a predominance of pus 
cells, further investigation is needed. With a fingér 
in the rectum, the vagina should be explored with a 
sound for foreign bodies. If the foreign body is of 
metal, a definite click can be felt and heard. If none 
are found or there is some doubt, the vagina may 
easily be explored by means of a Kelly cystoscope 
using a head mirror for light. This is easily accom- 
plished even in infants under a year of age. Any 
foreign body found, of course, should be removed; 
safety pins, the usual offenders, are first closed, then 
removed. This should be done under anesthesia to 
prevent injury. 

Non-specific purulent discharges may be treated 
by penicillin, locally, and/or estrogens, if needed; if 
preferred, these may be given by mouth, but the re- 
sult is not as rapid nor as sure. The treatment of 
gonorrheal vaginitis in children has gone through 
the eras of local antiseptics, diathermy, estrogens, 
and sulphas, and at present penicillin is the treat- 
ment of choice. Estrogens are, however, still val- 
uable in conjunction with the antibiotics in effecting 
a restoration of the vaginal epithelium. 

Principles in the treatment of trichomonas vag- 
initis consist in readjusting the vaginal pH to the 
acid side, and supplying lactose to aid in the increase 
of the normal vaginal flora. Lactic acid, Y2 teaspoon 
to a quart, or white vinegar, one tablespoon to a 
quart, is used as a douche. Beta-lactose in capsule or 
in tablet form is used in conjunction with the 
douche. 

There are a number of jellies on the market which 
are helpful adjuncts in treatment; among them are 
acid jel, nylmerate, merpectogel and triple sulpha 
jel. These latter are also helpful in clearing up non- 
specific vaginitis. Insufflation with powder is not 
advised as it is dangerous and there have been sev- 
eral deaths reported in the past three years from the 
use of this method. Monilial vaginitis, identified by 
its association with the cottage cheese-like material 
on the walls of the vagina, and an irritating dis- 
charge, and culture if needed, has always been dif- 
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ficult to treat. Until recently, the best treatment was 
to swab the vagina and vulvar opening two to three 
times a week with five per cent gentian violet. Cure 
was especially difficult to achieve when the condi- 
tion occurred during pregnancy, and recurrences 
were frequent. 


Last year, Alter, Jones and Carter, acting on a 
previous observation by Keeney and his co-workers 
on the fungistatic properties of the propionates, pre- 
pared a jelly-like mixture containing several of the 
propionates and propionic acid in a tragacanth base. 
This was successful in curing 80 per cent of their 
non-pregnant patients and 39 per cent of their preg- 
nant patients, in one series of treatments. An appli- 
cator full of jelly is inserted into the vagina, night 
and morning, for a period of two to three weeks, and 
then the patient discontinues all treatment for two 
days and returns for examination. If the patient is 
asymptomatic, and there are no physical signs and 
the cultures are negative, she is considered cured. 
Several companies have jellies of this type on the 
market; the one that I have used, with excellent 
results in some stubborn cases, is propion-jel 
(Wyeth). 

In relaxation and displacements, you are all fa- 
miliar with the use of the pessary in the post-partum 
retrodisplacements, and the diagnostic value of the 
pessary in determining the cause of the backache in 
the patient with a movable, retrodisplacement. Cer- 
tainly in every case where it is possible this type of 
conservative treatment should be used before oper- 
ative treatment is advised. All too frequently we 
see patients who have had the uterus fastened well 
forward, but still have the same backache that they 
complained of before operation, because the back- 
ache was due to some condition other than the retro- 
displaced uterus. If the symptoms clear up with the 
pessary, a trial of at least six months is indicated. If, 
on removal of the pessary, the uterus returns to the 
retrodisplaced position and the symptoms return, 
then the patient has the choice of continuing with 
the pessary or having the condition corrected by 
operation. 


In cases of cystocele or prolapse where, for some 
reason, Operation is either contra-indicated or re- 
fused, there are two types of pessary that are espe- 
cially helpful. One, which the patient can insert and 
remove herself, is the Gellhorn pessary. This has all 
of the advantages of the older Menge pessary and 
none of the disadvantages. The newer ones are made 
of a clear, smooth, plastic material which does not 
irritate the cervix or vaginal walls. The patient re- 
moves it at night, takes a douche and reinserts it the 
next morning. We have many elderly women with 
prolapse or cystocele who, for some reason, are not 
in the operative category, who have used this type 
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of pessary for years with complete relief of symp- 
toms. 

When the patient prefers to have a pessary which 
can be left in and checked in the office every two 
to three months, the Gehrung pessary, if it can be 
used, is the one of choice. It has the following ad- 
vantages: (a) it derives its support from the rem- 
nants of the levator sling, laterally, thus avoiding 
pressure on the rectum which, especially in older pa- 
tients, sometimes causes difficulty with normal 
bowel action; (b) it gives broad support under the 
bladder and prevents the decensus of the uterus; 
(c) it is very light and, if properly fitted, the pa- 
tient is not conscious of its presence. 

In the cases with cystocele and prolapse, the pa- 
tients frequently complain of some incontinence of 
urine on sneezing or coughing. The usual procedure 
in these cases after cystoscopic investigation has al- 
ways been operative repair with special sutures 
placed to repair the sphincter and the trigone mus- 
cles. An article by Rashbaum and Mandelbaum on 
Nonoperative Treatment of Urinary Incontinence in 
Women, in a recent issue of American Journal of 
Obstetrics and Gynecology, offers some valuable 
suggestions in the diagnosis and treatment of these 
cases before resorting to operation. 


They found that false incontinence due to irri- 
tative lesions of the vesical neck and bladder were 
frequently confused by the patient and the doctor 
with stress incontinence, and in some of the cases 
both conditions were present. They found that the 
usual continence test, of instilling 250 cc. of saline 
into the bladder and then having the patient cough 
or sneeze while in the lithotomy and erect positions, 
was not a reliable index to measure incontinence, for 
the patient may voluntarily contract her external 
sphincter and prevent leakage, where as under ordi- 
nary conditions she is not on guard, so to speak, and 
the leakage occurs before she can consciously pre- 
vent it. In 23 cases which had been operated upon 
for incontinence without being cured, these work- 
ers cured eight and improved an additional seven by 
office treatment. The procedure they advise as a 
therapeutic test to differentiate false from true stress 
incontinence prior to surgery is as follows: the 
urethra is dilated with graded Hegar dilators from 
No. 6 to No. 9, once weekly. After the urethra has 
been dilated for about five minutes, a topical appli- 
cation of five per cent silver nitrate is made to the 
urethra, bladder neck, and trigone. This may be done 
with or without an endoscope. An attempt is made 
to strengthen the voluntary urinary sphincters by 
having the patient start and stop the urinary stream 
several times during urination. Ephedrine, 25 mg., 
is prescribed three times a day, and this helps to con- 
tract the internal sphincter and at the same time de- 
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press the contraction of the bladder. Of the 82 cases 
of urinary incontinence treated, 40 per cent were 
cured, and an additional 41 per cent were improved. 
These results certainly warrant a trial of this treat- 
ment before advising surgery. 

In a few minutes left I should like to mention 
briefly two recent additions to our knowledge in the 
field of sterility and one in the treatment of dysmen- 
orrhea. In treating sterility cases, the importance 
of determining the exact time of ovulation is ob- 
vious. The clinical signs which are known to coin- 
cide with ovulation are: first, a clear mucoid dis- 
charge due to the dissolving of the cervical plug and, 
second, in some women there is slight mid-menstrual 
bleeding and pain. Various diagnostic procedures 
which have been used to determine the time of ovu- 
lation are: the vaginal smear, a study of the electrical 
potential changes, and blood and urine levels of the 
various hormones concerned, but none of these are 
satisfactory from a clinical standpoint. In 1940, 
Rubenstein, after studying the basal body tempera- 
ture through the menstrual cycle, found that. there 
was an initial drop of half a degree followed by a 
rise up to, in some cases, a degree, at ovulation time. 
The subsequent use of this technique by many work- 
ers has shown that it is very helpful in some cases, 
but in many cases no typical curve is found. 

In cases in which the temperature curve is of no 
value, a rat test reported by Farris in 1946 may be 
done. Two cc. of the morning urine specimen are 
injected into immature rats. The rats are killed in 
two hours and the color of the ovaries is compared 
with graded shades of red of the Munsell color sys- 
tem. The first month is used as a control to deter- 
mine if and when the patient ovulates. The follow- 
ing month, coitus or artificial insemination is per- 
formed on the last day of the reaction. Farris, in a 
recent article in the JAMA compared this test with 
the basal body temperature and found the rat test 
a much more accurate index of ovulation time. The 
temperature curve was accurate in only 45 per cent 
of the cases. 

The other new factor which may prove of value in 
the treatment of sterility cases where the cause is 
due to some fault in the semen, is the use of hyal- 
uronidase. This enzyme is a component of normal 
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seminal fluid, and it possesses the property of dis- 
persing the follicle cells of the corona radiata of the 
mammalian ovum, a prerequisite to penetration of 
the sperm. McClean and Rowlands were able to ac- 
complish pregnancy in rabbits by artificially in- 
seminating rabbits with sperm samples, ordinarily 
numerically inadequate to produce fertilization, with 
added hyaluronidase. Werthessen, in the human, 
found a direct relation between the sperm count and 
the hyaluronidase content of the semen, and this was 
confirmed by Kurzrok. It was felt that in couples 
wherein the husband’s spermatic count is a bit de- 
ficient, the addition of hyaluronidase might increase 
the mathematical chance of penetration of the ovum. 
Results to date have been disappointing but the 
techniques are still in the experimental stage and 
judgment should be reserved until an adequate num- 
ber of cases has been reported. 

Finally, I should like to mention a symptom-com- 
plex seen in certain cases of dysmenorrhea, which 
has been found to be due to a retention of the so- 
dium ion. These patients may have any combina- 
tion of the following symptoms: dysmenorrhea, 
nausea and vomiting, headache, edema of the ex- 
tremities, and in some cases a gain of weight just 
before the period, with a loss of weight during the 
period. Greenhill and Freed, in studying the water 
balance, found that the rise in the sex sterols 
(estrone) in the blood toward the end of the cyck 
caused a retention of the sodium ion. This, in turn, 
caused an intracellular retention of water in the tis- 
sues, and in cases where, for some reason, the re- 
action was exaggerated, there was actually tissue 
edema. They felt that the symptoms mentioned 
above were due to edema in the various organs, ie., 
uterus, intestine, brain, etc. In a group of cases pre- 
senting this syndrome, they eliminated salt for the 
diet and gave ammonium chloride, 714 gr. t.id., the 
last two weeks of the cycle and obtained remarkable 
relief of symptoms. I have been using this treat- 
ment in selected cases, many of whom were not re- 
lieved by other treatments, and the results are ex- 
cellent. In patients with this group of symptoms, it 
is usually, though not always, found that the pa- 
tient is a heavy salt eater, and as long as they follow 
the salt-free program they are relieved. 
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Strictures of the Bile Ducts* 
Thomas G. Orr, Jr., M.D. 


Kansas City, Kansas 


Strictures of the bile ducts may be neoplastic, 
infectious, or traumatic in origin. Our present con- 
cern is with the last two types. The most common 
cause of gall duct stenosis is accidental injury dur- 
ing surgery of the gall tract, usually cholecystectomy. 
The resultant stasis of the bile predisposes to cho- 
langitis with its symptoms of chills, fever, pain, 
jaundice, and malaise. The best method of reduc- 
ing the incidence of this condition is to minimize 
the possibility of its occurrence. The relative fre- 
quency of anomalous arrangements of blood ves- 
sels and ducts is an important predisposing factor 
in surgical damage to the extrahepatic ducts. 

The obvious answer to the avoidance of this ca- 
tastrophe is adequate visualization and definite 
identification of all structures involved in the biliary 
surgical procedure contemplated. Arthur Allen’ 
in 1945, recommended excision of the gall bladder 
by dissection from the fundus downward as a tech- 
nique designed to prevent damage to important 
structures. This technique has the disadvantage of 
requiring most meticulous hemostasis, for if the 
view is obscured with blood, it holds no advantage 
over the more common retrograde method. The 
method of fundus dissection downward is par- 
ticularly suitable for acute cholecystitis when edema 
and periductal infiltration obscure the identity of the 
ducts. 

The results of injuries to the common bile duct 
generally fall into two groups: 

1. Those which become jaundiced within a few 
days after operation, or drain bile externally or into 
the peritoneal cavity. 

2. Those which do well postoperatively for a 
few weeks or months before developing jaundice, 
chills, and fever. 

Those patients in the first group comprise the 
instances in which the common duct has been 
ligated, or otherwise damaged at operation, result- 
ing in immediate obstruction or drainage of bile 
into the abdomen. This type of injury occurs fre- 
quently when the cystic duct is very short. In such 
a case, when traction is placed upon Hartman’s 
pouch, the tenting of the common duct makes it 
resemble the cystic duct, especially when it is small 
in diameter. Such a situation may result in erron- 
eous ligation of the ends of the common hepatic 
and common bile ducts in a common ligature. The 
common hepatic duct may also be mistaken for 
the cystic artery and ligated. 
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In the second group are the partial strictures 
which may occur when the tenting due to traction 
results in ligation of only a portion of the duct 
wall. Into this group also fall those cases in which 
the common duct is inadvertently clamped in care- 
less hemostasis, and in which collections of bile 
about the ducts with subsequent infections may 
produce fibrosis and strictures. All of the cases 
to be discussed fall into both of these groups. 

Following are case reports of 13 patients treated 
at the University of Kansas Medical Center in the 
last five years. 

1. Hospital No. 103907—This patient was a 39- 
year-old white female who had a cholecystectomy 11 
months prior to her admission in March, 1943. She 
drained bile for two months following cholecystec- 
tomy and was apparently well until February, 1943, 
when she developed jaundice. A stricture was found 
at the upper end of the common hepatic duct. Her 
treatment consisted of a choledochoplasty over a 
T-tube with the two arms of the T in the right 
and left hepatic ducts and the other end in the 
distal segment of the common duct. She was re- 
admitted one month after her first admission, with 
cholangitis, multiple liver abscesses and a sub- 
phrenic abscess. Shé died one month after the 
second admission following exploration for a liver 
abscess. An autopsy was performed. 

2. Hospitak No. 110992—The second case was 
a 33-year-old white female, who had a cholecystec- 
tomy in 1943. She continued to complain of right 
upper quadrant cramping pain, eructations, and 
jaundice postoperatively. In February, 1944, a 
small subhepatic abscess was drained in this hos- 
pital. Again she was admitted in April, 1944, with 
a diagnosis of subhepatic abscess and fecal fistula. 
She recovered from her acute infection and was 
discharged. She was re-admitted in May, 1944, with 
jaundice. At operation a fistula was found between 
the common bile duct and colon. Distal to the 
fistula was a stricture of the common duct. The 
fistulous tract was freed and anastomosed to the 
duodenum over a rubber tube. In April, 1945, she 
was re-operated upon in another clinic and an 
anastomosis between the common hepatic duct and 
duodenum was made over a vitallium tube. Since 
then she has not been heard from. 

3. Hospital No. 116318—The third case was a 
66-year-old white male, who had a cholecystectomy 
16 weeks prior to admission in November, 1944. 
He entered with a biliary fistula. At operation the 
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posterior wall of the ductus choledochus was found 
intact. The anterior wall was destroyed and the 
Opening communicated with the fistula to the 
anterior surface of the abdomen. The defect was 
repaired over a T-tube, the latter being employed 
in a manner similar to that following exploration 
of the common duct. The T-tube was removed 
on the tenth post-operative day. He is still having 
recurrent pain, vomiting, and jaundice every two 
or three weeks, due probably to periodic, incom- 
plete obstruction, or cholangitis, or both. 

4. Hospital No. 118017—The fourth case was 
a 54-year-old white female, who developed a stric- 
ture eight months after cholecystectomy. She was 
admitted November 24, 1944. A section of the 
common duct was completely destroyed and a dilated 
common hepatic duct was found. A satisfactory an- 
astomosis to the duodenum was made over a por- 
tion of rubber tube three cm. long for a splint. Her 
postoperative course was uneventful. Since dis- 
missal she has been working daily and is com- 
pletely well. 

5. Hospital No. 119682—The fifth case was a 
33-year-old white female with a post-cholecystec- 
tomy stricture of two years duration. A choledocho- 
duodenostomy was done in 1945 over a Y-shaped 
vitallium tube, placed in the stump of the common 
hepatic and right and left hepatic ducts. She was 
well for almost three years when she developed 
abdominal discomfort, fever, chills, and jaundice. 
She re-entered the University of Kansas Medical 
Center in January, 1949. Exploration revealed the 
vitallium tube to be plugged with biliary concre- 
tions. The tube was removed and a Roux-Y tech- 
nique of. hepaticojejunostomy was done over a T- 
tube placed in the common hepatic and right and 
left hepatic ducts (Figure 1). The tube was passed 
through the wall of the jejunum and abdominal 
wall for temporary drainage. It was removed on 
the 12th post-operative day. Her post-operative 
course was uneventful. 

6. Hospital No. 120076—The sixth case was a 
61-year-old white female with a known history of 
injury to the common duct at cholecystectomy in 
1942. She developed a stricture and was operated 
upon elsewhere. Symptoms of stricture recurred 
and she entered this hospital in February, 1945. She 
died of acute bacterial endocarditis before opera- 
tion could be attempted. An autopsy showed a 
choledochoduodenostomy with stricture of the 
common duct. 

7. Hospital No. 121573—The seventh case was 
a 53-year-old white male with a history of common 
duct stricture following cholecystectomy for 26 
months prior to admission in April, 1945. A recon- 
struction of his common hepatic and common ducts 
was made over a vitallium tube. Jaundice never 
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completely disappeared and he was readmitted to 
the hospital February 2, 1949. He had been deeply 
jaundiced for more than a year. He was operated 
upon again February 9, 1949. The vitallium tube 
was filled with concretions. The tube was removed 
and an hepaticojejunostomy was done by the Roux- 
Y method using a temporary splinting catheter as 
suggested by Allen. 

8. Hospital No. 138705—The eighth case was a 
29-year-old white female who had a common duct 
stricture of 15 years duration following a chol- 
ecystectomy in 1932, at the age of 15. Her stricture 
did not become manifest until age 20, five years 
postoperatively. During the next 10 years she had 
intermittent attacks of abdominal pain and jaun- 
dice. At operation in April, 1947, an incomplete 
stricture of the lower portion of the common duct 
was found. A side-to-side choledochoduodenostomy 
was done. A catheter was passed through the an- 
astomosis and passed through the duodenal and 
abdominal walls for temporary splinting and drain- 
age. The postoperative course was uneventful. At 
present she has some recurrent right upper quad- 
rant pain, bloating, and indigestion. This may be 
the aftermath of the concurrent acute pancreatitis 
which she exhibited while hospitalized. 

9. Hospital No. 145440—The ninth case was a 
31-year-old white female who had a cholecystectomy 
in November, 1945. A subhepatic abscess was 
drained in December, 1945. In January, 1946, she 
was treated for biliary fistula and cholangitis. In 
April, 1946, she was operated upon for a biliary 
fistula and stricture of the common hepatic duct. 
A stone was removed from the ampulla through 
the duodenum. The duct was reconstructed over 
a straight vitallium tube. She was admitted to the 
hospital for a fourth time in December, 1947, for 
acute cholangitis, from which she recovered in six 
days. She experienced recurrence of chills and fever 
in one month, and had an exploratory operation 
elsewhere in August, 1948. The vitallium tube was 
not removed. Since then she has had recurrent 
attacks of jaundice, chills, and fever. 

10. Hospital No. 142432—The tenth case was 
a 64-year-old white female who had a cholecystec- 
tomy with a T-tube drainage of the common duct 
in this hospital in May, 1947. A stormy con- 
valescence followed with abdominal distension. 
There was bile leakage from the abdominal wound 
soon after the onset of distension. A biliary fistula 
persisted and she was operated upon again in 
August, 1947. A fistula of the common duct was 
found at the site of the T-tube drainage with 
sloughing of a section of the anterior duct wall. 
The T-tube had evidently been partially withdrawn 
from the common duct during convalescence, caus- 
ing spillage of bile about the opening. This te- 
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sulted in partial destruction of the duct wall. A 
choledochoduodenostomy was done at the site of 
the defect in the common duct. The bell end of a 
No. 18 French catheter was passed through the 
anastomotic opening as a temporary splint to be 
passed spontaneously. This patient was reported 
completely well in January, 1949. 

11. Hospitak No. 143933—The 11th case was a 
52-year-old white female who had a cholecystec- 
tomy in March, 1946. In October, 1947, she en- 
tered this hospital with a history of chills, fever, 
and jaundice of five days duration. At exploration 
a partial stricture low in the common bile duct 
was found. A side-to-side anastomosis was made 
between the upper portion of the common duct 
and duodenum over a portion of a No. 16 French 
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catheter, as a temporary splint. In January, 1949, 
her family doctor reported that she had no com- 
plaints referable to her stricture. 

12. Hospital No. 147709—The 12th case was 
a 39-year-old white female who had a cholecystec- 
tomy in July, 1945. In April, 1948, symptoms of 
biliary obstruction developed. Operation revealed 
stenosis of the common duct and a choledochoduo- 
denostomy was done over a T-tube with the long 
arm within the duodenum and brought out through 
the duodenal and abdominal walls. The T-tube was 
removed on the eleventh postoperative day. Her 
postoperative course was uneventful and she is 
asymptomatic at present. 

13. Hospital No. 151257—The 13th case was a 
35-year-old white female who had a cholecystec- 
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Figure 1. Roux-Y technique of hepaticojejumostomy. The anastomosis is made over a notched T-tube placed in the stump of 


the hepatic duct with the arms of the T in the right and left hepatic ducts. The tube extends to the surface 
abdominal walls. It acts as a splint during healing and is removed on or aftet the 12th postoperative day. 


2, 3, and 4 are sketches of the steps in the anastomoses of the hepatic duct to the jejunum. Inset 5 shows the 
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notched T-tube. (Technic used in Case Number 5 by Dr. Thomas G. Orr). 
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tomy in 1945. She entered the University of Kan- 
sas Medical Center in June, 1947, with a bile 
duct stricture and cholangitis. She responded well 
to conservative therapy and no surgery was done. 
She was re-hospitalized in September, 1947, with 
jaundice, pain, nausea, and vomiting, which again 
subsided spontaneously. She was then explored and 
an incomplete stricture of the common duct was 
found, with calculi proximal to the stricture. The 
duct was reconstructed over a rubber catheter 
brought out of the duct distal to the site of the 
stricture. This tube was removed on the 16th 
postoperative day. She was again admitted in Jan- 
uary, 1948, with a subhepatic abscess which was 
drained. Again in July, 1948, she required hos- 
pitalization for cholangitis which responded to con- 
servative therapy. This patient is having recurrent 
attacks of cholangitis. 

Numerous methods of treatment of bile duct 
strictures have been devised and advocated by 
many authors. The ideal method of direct anasto- 
mosis of the distal to the proximal stumps on each 
side of the obstructed area is, of course, applicable 
only when the obstructed segment is quite short 
or the duodenum easily mobilized. Very frequently 
a considerable gap exists between the proximal in- 
tact portion and the lower end of the common 
duct which prevents end-to-end approximation. To 
bridge this gap with elimination of further post- 
operative obstruction is the object of all of the 
various techniques which have been proposed. 

When a large gap must be bridged, mobilization 
of the duodenum to expose the retroduodenal por- 
tion of the distal ductus is recommended by Cat- 
tell’. Another fundamental method is the Roux-Y 
technique, advocated by Allen. This consists of 
dividing the jejunum below the ligament of Treitz, 
anastomosing the end of the distal segment to the 
stump of the bile duct, and uniting the proximal 
end of the jejunum to the distal about 24 inches 
below with an end-to-side anastomosis. Allen used 
a bell-mouth catheter for a splint at the site of the 
anastomosis which extended through the jejunal and 
abdominal walls so that it could be withdrawn. 
Pearse*®, in 1942, introduced and recommended the 
use of vitallium tubes in the repair of strictures of 
the bile ducts. He considered these tubes especially 
applicable when mucosa-to-mucosa repair was not 
possible. 

In 1945, Cole and his associates’, suggested the 
use of vitallium tubes and the Roux-Y principle, 
and in addition the construction of valves in the 
defunctionalized portion of the jejunum. The 
valves were made either by an hyperbolic flap, 
vertex directed distally into the lumen of the gut, 
or by simply infolding the entire thickness of the 
jejunal wall with two or three transverse rows of 
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interrupted Lembert sutures. Subsequently, in 1948, 
Peterson and Cole® showed, by animal experimen- 
tation, the latter method to be permanent, while 
the former was not. Recently, Gridley and Mann‘® 
have been using tubes of polythene, an elastic, very 
smooth hydrocarbon, with encouraging results in 
experimental animals. Zinninger’ reported his work 
in 1948 ‘in which he described direct anastomosis 
of the bile duct to the duodenum, in some in- 
stances over a vitallium tube. He states that mucosa- 
t@-mucosa approximation is essential to success. Due 
to the frequent collecting of bile concretions in 
the metal tube, he believes a removable splint is 
superior to a permanent. Neibling and Walters® 
reported eight cases of obstruction of vitallium 
tubes with biliary sediments, requiring their 
removal. 

Cole, Reynolds, and Ireneus® have described re- 
cently a new technique of bile duct reconstruction 
when no proximal bile duct stump could be found. 
First, the liver is aspirated to locate the intrahepatic 
ducts, and then a tunnel is made through the 
liver to the ducts. The jejunum is then divided by 
the Roux-Y technique and the end of the distal 
segment is prepared with a sleeve of free mucosa. 
The flared end of a catheter is then sutured into 
this sleeve, which is in turn inserted into the tunnel 
through the liver and held in place with stay sut- 
ures placed in the liver and its capsule. This accom- 
plishes the mucosa-to-mucosa approximation s0 
much desired. After serving its purpose as a splint 
the section of catheter is discharged. _ 

Summary and Conclusions 

Thirteen cases of stenosis of the bile ducts are 
presented and the results of their treatment reported. 
There were two deaths in this series, or a mortality 
rate of 15.3 per cent. One of the deaths was due 
to bacterial endocarditis, and not primarily to ob- 
struction. Four cases, or 30.7 per cent, are reported 
well. Six cases, or 46.1 per cent, are still having 
symptoms, and one case has not been traced. 

A discussion of the problems and principles of 
treatment of postoperative strictures of the bile 
ducts is briefly presented. 

A review of the literature indicates that an end- 
to-end mucosa-to-mucosa anastomosis is the most 
desirable type of repair of strictures of the bile 
ducts. Direct side-to-side anastomosis of the com- 
mon duct to the duodenum has been successful in 
many cases. When such repair is not mechanically 
possible the use of the Roux-Y principle appears 
at present to offer more hope of success than fe- 
construction of the duct over any type of tube. 
Vitallium tubes have been found frequently to col- 
lect biliary sediment and become obstructed. Tem- 
porary splinting with tubes seems to be preferable 
to the use of permanent indwelling tubes. 
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Amebiasis: Experiences 


at a Veterans Hospital’ 


Rudolph Chess, M.D., and Nathaniel Uhr, M.D.** 


Topeka, Kansas 


The notion that amebiasis is a disease confined 
to tropical and subtropical climates has long been 
discarded. Though more prevalent in certain highly 
endemic regions it is, in fact, worldwide in its 
distribution. The over-all incidence of the infec- 
tion in the United States is given as approximately 
10 per cent of the population although the figure 
undoubtedly is somewhat higher for some of the 
southern states. Despite the advances in our knowl- 
edge of the epidemiology and management of the 
amebic infections, clinical amebiasis continues to 
be a challenge to the medical profession. The prob- 
lem has assumed added importance with the return 
to this country of members of the Armed Forces 
from parts of the world where the disease is highly 
endemic. The many published reports from medical 
installations in various theaters of operation should 
prepare us for an increased incidence of the dis- 
ease among our veterans, the situation being com- 
parable to that experienced by British physicians 
during and following World War I when they were 
confronted with large numbers of infected troops 
returning from the near East. 

Detailed information regarding the pathology 
and pathogenesis of amebiasis and description of 
the characteristics and life cycle of its causative 
agent, the Endamoeba histolytica, may be obtained 
from classical textbooks on tropical medicine. A 
number of excellent reports describing the acute 
phases of amebic dysentery have been published in 
recent years.® It is the pupose of this communica- 
tion to discuss some of the clinical and diagnostic 
aspects of the chronic and latent forms of amebiasis 
with its complications, based on a study of 29 cases 
from the medical wards of the Veterans Hospital, 
Topeka, Kansas. 

Admittedly, this is too small a group to lend it- 
self to conclusive statistical analysis; nevertheless, 
the material is, in many respects, representative of 


*Read at the Regional (Kansas) Meeting of the American 
College of Physicians, Topeka, Kansas, March 19, 1948. Published 
with the permission of the Chief Medical Director, Department of 
Medicine and Surgery, Veterans Administration, who assumes no 
responsibility for the opinions expressed or conclusions drawn. 

From the Medical Service, Veterans Administration Hospital. 


the type of case that may be encountered in daily 
practice. Furthermore, the wide variety of their 
manifestations emphasizes vividly the lack of uni- 
formity in the over-all clinical picture so character- 
istic of chronic amebiasis. In the majority of cases 
the diagnosis of amebic infection had not been 
established prior to hospitalization though they had 
been under investigation and treatment by private 
physicians or in other hospitals. In the remainder, 
symptoms had persisted or recurred because of in- 
adequate therapy or improper follow-up studies. 


That recognition of the disease is still a protlem 
is attested to by the multiplicity of diagnoses with 
which some of our patients were admitted. Among 
these were peptic ulcer, non-specific ulcerative co- 
litis, functional disturbances of the gastrointestinal 
tract, gallbladder disease, anemia of unknown 
origin, malaria, undulant fever, rheumatic fever, 
acute surgical abdomen and, more commonly, psy- 
choneurosis. The intensity of the infection varied 
from the benign clinical picture presented by the 
so-called asymptomatic cyst carrier to one of critical 
severity observed in acute hepatitis and hepatic 
abscess. The majority of the cases, falling between 
these extremes, represented colonic amebiasis with 
a varied symptom complex. None presented the 
classical picture of acute amebic dysentery and we 
did not encounter the eccentric forms such as the 
cutaneous or cerebral complications. 


The following cases are illustrative: 

Case 1. A 32-year-old white physician, ex-Army 
captain, complained only of lassitude and vague 
abdominal discomfort with flatulence. He had 
spent two years in the Pacific with a field hospital 
but had not been significantly ill during that time. 
The general physical and laboratory examinations 
were negative. Proctosigmoidoscopy disclosed a 
normal rectal mucous membrane. Microscopic ex- 
aminations of the stools, however, revealed the 
presence of cysts of Endamoeba histclytica. Follow- 
ing a full course of therapy with emetine, diodo- 
quin, and carbarsone, the symptoms subsided.-Repeat 
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examinations of stools recently failed to show the 
parasites. 

The mild non-specific nature of this patient's 
complaints is not untypical of the so-called asymp- 
tomatic cyst carrier. The former term “healthy 
sutrier’ is no longer acceptable since it has been 
shown by Faust* and others that the bowel wall in 
these cases is the seat of either gross or microscopic 
alterations. There is, moreover, experimental and 
clinical proof that cysts of the asymptomatic carrier 
are thoroughly capable of reproducing the disease 
both in animals and in man.’ It is precisely be- 
cause of the lack of morbidity that the disease in 
these patients goes unrecognized and untreated and 
that they, therefore, become subject to possible later 
complications or act as a source of infection to 
others. 

Case 2. A 27-year-old white farmer had spent 
two years in the Pacific where he first suffered with 
dysentery. Following his return to the United 
States he had three proven attacks of vivax malaria; 
he continued to have recurrent attacks of dysentery 
with six to eight watery, occasionally blood-tinged, 
stools a day. Symptoms were at times disabling so 
that he was unable to hold a steady job. Following 
admission to this hospital repeated examination of 
_ the stools following purgation was negative. Sig- 
moidoscopic examination disclosed generalized hy- 
peremia of the rectal and sigmoid mucous mem- 
brane with pin point ulcerations. Microscopic ex- 
amination of a specimen of mucous exudate, using 
the warm stage method, revealed motile tropho- 
zooites of Endamoeba histolytica. He was treated 
with emetine and oral amebacides and made an 
uneventful recovery. 

Case 3. A 52-year-old college professor, an ex- 
colonel in the V. C., had spent two years in the 
CBI, where he suffered for six weeks with watery 
diarrhea which was treated with sulfonamides. Fol- 
lowing his return to the United States he com- 
plained of almost monthly attacks of non-bloody 
diarrhea, abdominal cramps and flatulence lasting 
one to three days. In addition there had developed 
dyspepsia with right upper quadrant discomfort so 
that biliary tract disease was one of the admission 
diagnoses. An interesting bit of information vol- 
unteered by the patient was that a few days prior 
ro each episode of diarrhea there would develop an 
itching, papular erythema in both periorbital re- 
gions which cleared up as the diarrhea subsided. 
Complete studies including sigmoidoscopy and 
x-rays of the gastrointestinal and biliary tracts were 
negative. Many cysts of Endamoeba histolytica 
were found in the purged stools. Treatment with 
emetine and oral amebacides was followed by sub- 
jective improvement. Examination of the stools 15 
days following therapy failed to show the parasites. 
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Case 4. A 27-year-old machinist first experi- 
enced bloody diarrhea in December 1945 while in 
Manila. Following his release from the service 
early in 1946 diarrhea recurred with 10 to 12 
watery, occasionally blood-streaked, stools a day. 
Symptoms reappeared intermittently until the fall 
of 1946 when they became severe enough to war- 
rant hospitalization. He was observed at a veterans 
hospital where repeated stool studies failed to re- 
veal parasites or other enteric pathogens. Treatment 
with dietary measures, antispasmodics and intestinal 
sulfonamides failed to influence the course of the 
illness. Following his discharge symptoms recurred 
with greater intensity. Associated with the diarrhea 
there were left abdominal pain, flatulence, progres- 
sive loss of weight and weakness. On examination 
at this hospital, the patient appeared chronically ill 
and somewhat wasted. There was marked tender- 
ness on pressure along the descending colon. Sig- 
moidoscopic examination disclosed intense hyper- 
emia of the lower bowel wall with numerous 
characteristic ulcers. Microscopic examination of 
muco-hemorrhagic scrapings showed motile tro- 
phozooites of Endamoeba histolytica. The comple- 
ment fixation test for ameba was positive. Treat- 
ment with emetine, diodoquin and carbarsone ef- 
fected a complete disappearance of symptoms. The 
patient’s weight and strength returned rapidly, the 
appearance of the rectal mucous membrane became 
normal and examinations of the stools for parasites 
were negative prior to his discharge. The patient 
wrote to us recently that he was entirely well. 

The above cases are examples of the more com- 
mon run-of-the-mill variety of the intestinal form 
of the disease. For the sake of brevity, reports of 
other cases which might conceivably fall into this 
category have been omitted. One case, for example, 
presented an almost pathognomonic picture of pep- 
tic ulcer. In another case gastrointestinal symptoms 
were associated with dysuria, hematuria and second- 
ary anemia; all symptoms disappeared following 
specific amebacidal therapy. Among other symp- 
toms presented by some of these patients may be 
mentioned constipation alternating with diarrhea, 
headache, backache, low grade fever, anorexia, in- 
ability to concentrate, insomnia and anxiety. A num- 
ber of these cases were labeled psychoneurosis on 
admission. 

Case 5. A 35-year-old Mexican meat packer who 
had never been out of the country was given a 
CDD from the Army in 1944 with the diagnosis 
of psychoneurosis. He was hospitalized on three 
occasions during his Army service for attacks of 
watery diarrhea. There were infrequent recurrences 
of symptoms since his discharge. He came to this 
hospital because of a recent episode of watery diar- 
thea, severe left abdominal pain, chills, fever and 


persistent vomiting. He was acutely ill, feverish and 
dehydrated. There were rigidity and marked tender- 
ness throughout the left lower abdomen and the 
blood count revealed a moderate leukocytosis with 
normal differential. He was admitted to the surgical 
service as a possible acute surgical abdomen. On 
the day of admission he was seen by the medical 
consultant who suspected amebiasis. On proctoscopy 
there was hyperemia of the entire recto-sigmoid 
mucosa with multiple bleeding ulcers which were 
covered by a muco-purulent and hemorrhagic 
exudate from which numerous trophozooites as well 
as cysts of Endamoeba histolytica were recovered. 
The patient was treated with large doses of peni- 
cillin as well as a full course of the amebacides since 
it was felt that secondary infection played a part 
in the pathology. Recovery was dramatic. The pa- 
tient has been in good health ever since. 

The above case is cited because signs and symp- 
toms presented by the patient suggested an acute 
surgical abdomen, a circumstance not infrequently 
encountered. It should be stated here, however, 
that in the majority of cases of this type signs and 
symptoms are referred to the right rather than left 
lower quadrant of the abdomen since the amebae 
have a predilection for the caecum. 

Case 6. A 29-year-old farmer gave a history of 
an attack of nausea, vomiting and watery diarrhea 
while in the Aleutians early in 1943. Because of 
the persistence of symptoms he was returned to a 
general hospital in the United States from which 
he was eventually discharged by CDD with the 
diagnoses of constitutional psychopathic state, emo- 
tional instability and functional diarrhea. During 
the next 344 years he suffered from almost con- 
stant diarrhea with eight to 15 watery, frequently 
bloody stools, a day, progressive loss of weight and 
strength, marked nervousness and insomnia, but 
never fever or abdominal pain. He was investigated 
and treated in two Veterans Administration hospi- 
tals, a number of private hospitals and by many 
private physicians. The diagnosis of non-specific 
ulcerative colitis was made repeatedly and the pa- 
tient treated with various non-specific measures. 
He entered our hospital with a feeling of hopeless- 
ness. He appeared chronically ill and somewhat 
wasted but the physical examination was not re- 
markable except for slight hepatic enlargement. 
There was moderate leukocytosis with a normal dif- 
ferential. Sigmoidoscopic examination disclosed a 
scarred, rigid recto-sigmoid with inflamed mucous 
membrane and numerous ulcers of various size 
covered with muco-purulent and hemorrhagic exu- 
date, which contained many vegetative and cystic 
forms of Endamoeba histolytica. Within 48 hours 
after the administration of emetine, diarrhea ceased 
for the first time in four years; the patient actually 
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became constipated. Because of severe asthenia on 
the fifth day, emetine was temporarily discontinued 
but resumed with smaller doses a few days later. 
Eventually a full course of the drug was adminis- 
tered with the adjunctive oral amebacides as well 
as penicillin. Patient made a complete recovery and 
regained a good part of his weight. When last heard 
from seven months following therapy he was in ex- 
cellent condition and holding down a difficult job. 


We report this case to stress the importance of 
making careful and repeated search for the parasite. 
Writers on the subject have emphasized the fact 
that amebic infection can lead ultimately to changes 
in the bowel indistinguishable from those seen in 
non-specific ulcerative colitis, the later pathogenesis 
being the result of secondary invasion by other 
bacteria. In retrospect, it is difficult for us to 
understand how the diagnosis could have been 
missed. We can only ascribe this either to a lack 
of awareness of the possibilities of the disease or 
an inability to recognize the parasite microscopic- 
ally, if indeed the search was made. Certainly the 
patient could have been spared years of morbidity 
and financial loss. 


Hepatic amebiasis is the most common compli- 
cation of amebic infection secondary in incidence 
only to primary involvement of the large bowel. 
The incidence by some authors is given as high as 
20 per cent. A history of diarrhea can be elicited 
in only 50 to 60 per cent of the cases and in only 
half of these can the cysts or trophozooites be 
found in the stools or by proctoscopy. It is note- 
worthy that the natives in regions where the dis- 
ease is highly endemic are less liable to this com- 
plication than the transient population. One of the 
interesting features is the variation of the. latent 
period from the time of initial infection to the 
manifestations of hepatic symptoms. Cases have 
been known to develop as early as a few days fol- 
lowing an attack of classical acute dysentery while 
others have occured after a period of 20 years. 


The clinical picture in most cases reflects the 
severity of hepatic involvement and may range from 
the low grade insidious symptoms encountered in 
mild hepatitis to the acute dynamic illness seen in 
hepatic abscess. In a comprehensive discussion of the 
subject published recently, Klatskin® classifies 
hepatic amebiasis into hepatic abscess and acute, 
sub-acute and chronic hepatitis. It is often difficult 
to make such arbitrary differentiation when one is 
mindful of the tendency for signs and symptoms to 
overlap with modulations in the underlying morbid 
process. There are as yet no precise diagnostic 
methods to differentiate in many instances the 
presuppurative stage of the disease from full-blown 
abscess formation. Early recognition and treat- 
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ment often spells the difference between cure and 
fatal outcome. We cite a few examples: 

Case 7. A 23-year-old college student who had 
been in the South Pacific first developed bloody 
diarrhea in March 1946 while in the separation 
center following his return to the United States. 
He was admitted to the station hospital where ex- 
amination of the stools revealed amebae. Treatment 
consisted of oral amebacides only. Since then he 
had suffered recurrent bouts of abdominal pain and 
diarrhea, chiefly watery, occasionally blood-streaked, 
occurring about every four months. These would 
subside with oral medication. Twelve days prior to 
admission there developed, for the first time, chills, 
fever and pain in the right lower chest. Treatment 
at the college infirmary produced no improvement 
and he was transferred to this hospital on Septem- 
ber 25, 1947. The patient appeared acutely ill, 
complaining of intense right upper abdominal and 
lower chest pain. There were fever, moderate leu- 
kocytosis, and marked rigidity and tenderness of 
the right upper abdominal quadrant with a local- 
ized area of extreme sensitivity in the seventh 
intercostal space anteriorly. A chest x-ray showed 
normal diaphragms and no evidence of pleural or 
pulmonary disease. It was thought that the patient 
had developed acute amebic hepatitis with possi- 
ble abscess. In view of the acute nature of the ill- 
ness, the elapsed time since the onset, and with the 
knowledge that amebae had been demonstrated in 
the stools on previous occasions, specific therapy 
was begun immediately without waiting to perform 
sigmoidoscopy or stool examinations. In addition 
to the routine amebacides, treatment consisted of 
large doses of penicillin. Recovery was prompt and 
complete. When last heard from, five months fol- 
lowing his discharge, the patient had had no re- 
currence of symptoms. 

Case 8. A 29-year-old Indian semi-pro baseball 
player had spent 17 months in Germany but had 
never been ill. The present illness began three 
weeks before admission with the acute onset of 
bloody diarrhea and right sided abdominal pain. 
There were chills, fever, sweats and hiccoughs just 
prior to admission. He lost 40 pounds during the 
three weeks and. on admission appeared gravely ill 
and dehydrated. There were high fever and leuko- 
cytosis. The entire right abdomen was rigid and 
tender and the liver was enlarged though its edge 
could not be outlined because of extreme tender- 
ness. Chest fluoroscopy revealed a high right dia- 
phragm but only slight limitation of its movements 
on respiration. On proctoscopic examination the 
rectal lining appeared intensely hyperemic with 
numerous ulcerations. Trophozooites of Endamoeba 
histolytica were demonstrated on microscopic exam- 
ination. In addition to the usual amebacides, treat- 
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ment consisted of penicillin in large doses and 
fluid, electrolyte and protein replacement. At the 
end of 48 hours improvement was marked and by 
the tenth day there was complete recovery. The pa- 
tient developed a voracious appetite, regaining most 
of his weight while still in the hospital. In a letter 
received from him a few days ago he stated that 
he was perfectly well. 


Case 9. A 29-year-old married farmer had con- 
tracted maiaria while in the South Pacific in 1944, 
He also had an attack of watery diarrhea which 
lasted four days. Since his release from the service 
in 1945 he had experienced six or seven attacks of 
chills and fever at various intervals. Assuming 
these to be caused by malarial infection the patient 
treated himself with atabrine. During 1946 he 
noticed progressive weakness and loss of weight. 
One month prior to admission he had an attack of 
chills and fever which did not respond to atabrine. 
A private physician was called who made a diag- 
nosis of “flu” but treatment with sulfa drugs and 
salicylates failed to improve his symptoms. Fever 
continued, cccasionally as high as 103.5 degrees; 
anorexia and weight loss progressed and the hemo- 
globin dropped to 60 per cent. Five days prior to 
admission the patient first experienced pain in the 
right suprascapular area aggravated by inspiration 
but not by motion of the shoulder girdle. On ad- 
mission to the hospital April 17, 1947, pain in the 
shoulder and weakness were: the most prominent 
symptoms. On physical examination the patient ap- 
peared acutely ill, pallid and underweight. There 
was no jaundice. Except for diminished respira- 
tory excursions on the right, physical examination 
of the chest was negative. The liver edge was 
palpable six cm. below the right costal margin and 
markedly tender on pressure. The patient character- 
istically supported the flexed right forearm and arm 
against the right chest as if in an attitude of pro- 
tection. There was moderate secondary anemia and 
leukocytosis of 19,300 with 85 per cent polymor- 
phonuclear leukocytes. X-ray film of the chest 
showed the lungs to be clear but the right dia- 
phragm higher than normal and rather markedly 
domed. Despite the absence of gastrointestinal 
symptoms, hepatic amebiasis was suspected. Proctcs- 
copy disclosed an inflamed rectal mucous mem- 
brane with many areas of ulceration, the scrapings 
from which contained numerous trophozooites of 
endamoeba histolytica; stools contained many cysts. 
The patient was treated with a full course of eme- 
tine, diodoquin and carbarsone in addition to large 
doses of penicillin. Despite therapy, low grade 
fever and signs of diaphragmatic irritation pef- 
sisted as manifested by cough and shoulder and 
chest pain. These were indications to us of con- 
tinued liver damage, probably suppuration so that 
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surgical intervention was deemed necessary. A 
laparotomy was performed on .May 12, 1947, and 
a large abscess in the antero-superior portion of 
the right hepatic lobe evacuated of a large amount 
of thick creamy sterile pus. A second course of 
emetine was administered during the period of con- 
valescence. Recovery was uneventful. Prior to dis- 
charge from the hospital rectal mucosa had a normal 
appearance and the stools were negative for ame- 
bae. The patient wrote to us recently stating he 
was well. 

The above cases are examples of varied clinical 
expressions of hepatic amebiasis. The last of these 
is vivid proof of the dictum that gastrointestinal 
symptoms are not a prerequisite for liver involve- 
ment. Prior to the days of emetine the mortality 
in this type of case was notoriously high. At pres- 
ent this drug assumes added importance since fail- 
ure to respond to early treatment with full courses 
suggests hepatic abscess or its complications and 
becomes, therefore, a cue for surgical intervention. 
The surgical aspects of amebic hepatic abscess have 
been reviewed by Ochsner and DeBakey.’ We 
should like to stress here that once hepatic ame- 
biasis is suspected treatment with emetine is in- 
stituted whether or not the stools or rectal scrapings 
show the presence of Endamoeba histolytica. It may 
be worth mentioning that none of the group had 
jaundice. A full battery of liver function tests 
was done in most cases but only occasionally were 
minor abnormalities reported. Our experience is in 
agreement with others who find that liver function 
tests are of little diagnostic aid. 


Case 10. A 25-year-old white married musician 
first became ilk while in the Army in April, 1943, 
with episodes of chills, fever, malaise, and muscle 
pains. He was admitted to an Army hospital where 
he remained for many months and from which he 
was discharged by CDD in October, 1943, with a 
diagnosis of rheumatic fever. He lost 55 pounds in 
weight over a period of six months. During the 
next 21 years, which were characterized by recur- 
rent episodes of illness alternating with periods of 
improvement, the patient was observed at a VA 
hospital and at a university medical center. A diag- 
nosis of undulant fever was made at both institu- 
tions; at one of these a positive skin test for bru- 
cellosis was obtained. Symptoms during this time 
were essentially the same: fever, chills, sweats, 


weight loss, anorexia and weakness. In December,’ 


1945, the patient experienced his first attack of 
abdominal pain; this was severe, continuous, local- 
ized generally to the upper half of the abdomen 
and associated with anorexia, vomiting and marked 
weakness. This lasted for a day or two, and was 
followed by a period of improvement during which 
appetite and strength returned. The attacks of pain, 


387 


usually following the above pattern, recurred with 
increasing frequency until admission to this hos- 
pital on March 20, 1946. Chills and fever were 
not prominent during the months prior to admis- 
sion but sweating continued. He was treated by 
his private physician with transfusions of blood and 
plasma and by sulfonamides which had to be dis- 
continued because of severe skin reaction. Exami- 
nation at this hospital revealed a cachectic and 
acutely il young man. The gums bled easily. There 
was a generalized shotty lymphadenopathy. The 
lungs were normal on clinical examination. Exami- 
nation of the heart showed moderate tachycardia 
with a faint systolic murmur which was considered 
functional. The abdomen was scaphoid; the liver 
was enlarged to the umbilicus and the spleen edge 
was felt seven cm. below the left costal arch; both 
organs were firm, smooth and not tender. There 
was only slight fever at first, a moderate secondary 
anemia and a normal white blood count with nor- 
mal differential; sedimentation rate was 35 mm/hr. 
(Wintrobe). Liver function tests were normal. 
Blood cultures were repeatedly sterile in various 
media; serum albumin and globulin were normal; 
stools showed no ova or parasites. The chest x-ray 
was normal. GI x-ray series performed on April 5 
revealed no significant changes. On April 10, fol- 
lowing the administration of dye prior to gall- 
bladder studies, there developed severe right upper 
quadrant pain, diarrhea, abdominal distention with 
an unusual bulging in the region of the liver and 
lower chest. Fluoroscopic.examination disclosed an 
elevated fixed right diaphragm with haziness of 
the pleural surfaces. On April 27 an extra-peritoneal 
exploration of the sub-phrenic region was per- 
formed but no free pus found. Liver biopsy done 
at this time was reported as showing chronic in- 
flammatory change. Following operaticn there de- 
veloped hydropneumothorax which gradually 
evolved into an empyema with a bronchopulmonary 
fistula. During the next three months needle drain- 
age was performed repeatedly with removal of 
varying amounts of pus and replacement with peni- 
cillin. In addition to the usual supportive measures 
which included blood and plasma transfusions, in- 
travenous protein hydrolysates and oxygen, the pa- 
tient was treated with full doses of penicillin, strep- 
tomycin, sulfonamides and two short courses of 
emetine. Despite therapy the clinical course was a 
downhill one. There were periods of swinging 
pyrexia, rigors and sweats with further weight loss 
so that terminally the patient weighed only 100 
pounds. There were occasional brief periods dur- 
ing which he appeared to rally but these were short- 
lived. The patient died on August 25, 1946, with 
signs of sepsis and peritonitis. 

The salient findings at autopsy were: one large 
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thick-walled chronic abscess of the right lobe of 
the liver with numerous smaller abscesses; abscess 
of the diaphragm and of the sub-phrenic space with 
adhesions to the liver; markedly thickened right 
pleura with chronic pneumonitis and fibrosis of the 
right lung; multiple focal necrotic lesions in many 
viscera; ulceration of the ascending colon near the 
caecum, histologic section of which showed the 
trophozooites of Endamoeba histolytica. 

The above case is reported in detail since it rep- 
resents our only fatality and because of its chonicity 
and pleuro-pulmonary complications. It would be 
superfluous to discuss the many diagnoses that 
were entertained. It was not until three months 
after his admission here that the diagnosis of ame- 
biasis was considered and even then so tentatively 
that emetine therapy was instituted in only a half- 
hearted manner. When one considers the pathol- 
ogy that had already developed, it is obvious that 
treatment with emetine and other amebacides even 
in large doses would have been futile. 

An evaluation of the many drugs employed in 
the treatment of the amebic infections would oc- 
cupy a monograph by itself. Hargreaves® in his 
recent publication has given us one of the best 
and most comprehensive descriptions of the sub- 
ject covering the historical, pharmacological and 
clinical aspects. The treatment adopted by this and 
other VA hospitals is the result of years of trial 
and error by many experts in the field and has been 
found most useful for the majority of cases. This 
ccnsists of emetine given subcutaneously in doses 
of one grain (.065 Gm.) daily for an average of 
nine days; diodoquin, the iodine containing ameba- 
cide, is given by mouth simultaneously in doses 
of 10 grains (0.63 Gm.) three times daily for 10 
days; this is followed by carbarsone, the arsenical 
amebacide, administered orally in doses of four 
grains (0.25 Gm.) three times daily for 10 days; 
diodoquin is then resumed for another 10 days, a 
course of treatment, thus, covering approximately 
a 30-day period. 

It should be noted at once that there is wide 
divergence among clinicians both as to the choice 
of medication and dosage, some preferring one of 
the many other iodine or arsenic containing drugs 
which are on the market. It is no longer disputed 
that emetine is the drug of choice for eradication 
of the vegetative or trophozooite form of the En- 
damoeba histolytica; its effect on the cyst is neglig- 
ible, whereas the oral amebacides are specific. Ther- 
apy with the oral emetine bismuth iodide together 
with chiniofon enemata, with which, as Hargreaves 
reports, excellent results have been obtained in 
Great Britain, has not had wide use in this country. 
We have not observed significantly adverse reac- 
tions from emetine; only two cases developed as- 
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thenia ketween the third and fifth day of therapy 
necessitating a discontinuance of the drug for a few 
days. Much has been written about the cardio- 
vascular effects of emetine toxicity. Electrocardio- 
grams were taken routinely in our cases prior to and 
during therapy; we encountered no cardiac com- 
plications. 

Whereas ‘a curtailed course of emetine might be 
given in certain of the milder cases of intestinal 
amebiasis or in the carrier state with good results, 
hepatic amebiasis requires larger doses. Our cases 
averaged 12 or 15 grains per course and we did 
not hesitate to repeat this after a rest period of one 
or two weeks if the clinical response was not satis- 
factory. The oral amebacides of course are also 
given. Concerning the surgical approach in hepatic 
abscess, most surgeons in recent years have pre- 
ferred needle aspiration to laparotomy and drain- 
age. In those of our cases presenting widespread 
involvement with secondary infection of the bowel 
wall or hepatic complication with fever, penicillin 
and other antibiotics were employed as adjunctive 
measures. Hargreaves uses penicillin and sulfona- 
mides routinely in the chronic relapsing form of in- 
testinal amebiasis. Proper dietary measures, supple- 
mental vitamins and other symptomatic treatment 
are important factors in the total therapy. 

From a study of the natural history of amebiasis 
one is impressed with the difficulty of eradicating 
the parasite in many cases despite adequate therapy, 
so that relapses are not uncommon. It is imperative, 
therefore, to follow these patients for a minimum of 
one to two years after discharge. In many clinics 
patients are urged to return every three to six 
months for stool examinations regardless of the 
presence of symptoms. With the routine established 
at this hospital the patient automatically returns 
for re-examination following a 90-day furlough. On 
discharge he is instructed to return should symptoms 
recur even in mild form. Subsequently, contact with 
the patient is maintained by correspondence. 

Summary 

1. An increase in the incidence of amebic infec- 
tions is to be expected among veterans of World 
War II. 

2. Chronic amebiasis occurs in diverse forms and 
its manifestations may be protean in character. 
Colonic and hepatic amebiasis are the types most 
commonly encountered. 

3. An awareness of the disease and the ability 
to recognize the causative parasite microscopically 
are the chief requisites for diagnosis. 

4. The clinical features and therapeutic manage- 
ment of amebiasis based on a study of 29 cases 
encountered in a veterans hospital have been pre- 
sented, with a summary of a few illustrative case 


reports. 


AUGUST, 1949 389 


4 loan, F. anagement of Amebiasis, Ann. Int. 

1. Albright, C. of the 95; 7g9, Klatskin, G.: Observations on Amebiasis in 
Se Patholo Tropical Di American Troops ,Stationed in India, Ann. Int. Med., 25; 773, 
Phil s B. ine 1945. <b) Craig, CE 1946. ( M. M.: Amoebic Dysentery in Eastern India, 
1943. “Clinical "Parasol, 4. Faust, E. C.: Amebiasis in the New Orleans Population as 
iget, fedicing "Philadelphia, W. B. by Aucopey Examination of Accident Cases, Am. J. Trop. 
Saunders Co., 1945. (d) Strong, R. P.: Stitt’s Diagnosis, Preven- 

Sennders Tropical Diseases, Vol. I, Ed. 7, Philadelphia, Mai. H.: The Treatment of Amoebiasis, Quart. J. 
The Blakiston Co., 5; 1, 194 

3. (a) Edson, J. Ingegno, A. P., and D’Albora, J. B.: 6. Klatskin G.: Amebiasis of the age Classification, Diag- 
Amebiasis: A Report x Thirty-Nine Cases Observed in an Army nosis and Treatment, Ann. Int. Med., 25; , 1946. 

General Hospital Stationed in Northern Ireland, Ann. Int. Med., 7. (a) Ochsner, A., and DeBakey, Ms Surgical Amebiasis, 
Wood, Internat. Clin., 1; 68, 1942. (b) Ochsner, A., and DeBakey, M.: 


23: on 1945. (b) Elson, K. A., Rogers, A. M., and ; ; 
C: Amebiasis: Observations in an Army General Hospital in Amebic Hepatitis and Hepatic Abscess, Surgery, 13; 612, 1943. 


Cancer Supplement with This Issue 


Published and mailed with this issue of the Journal of the Kansas 
Medical Society is a supplement containing all of the scientific papers 
presented at the First Annual Mid-West Cancer Conference held at 
Wichita, January 20 and 21, 1949. Publication of this material is a 
joint project of the Committee on Control of Cancer of the Kansas Med- 
ical Society and the Kansas Division of the American Cancer Society. 
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Tularemia: Report of a Case of Primary Tularemic Ton- 
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sillitis in Which Bacterium Tularense Was Isolated 


from the Sputum 
Robert A. Jordan, M.D., and Cora M. Downs, Ph.D. 


The case of tularemia reported in this paper is 
of unusual interest in two respects: first, in that 
the only demonstrable lesions in this patient were 
in the pharynx and tonsils; secondly, that the or- 
ganism, Bacterium tularense, was successfully iso- 
lated from throat washings upon inoculation into 
guinea pigs and subsequent culture on glucose cys- 
tine blood agar. 

Tularemia rarely produces lesions in the mouth, 
tonsils or pharynx. It is even less common for such 
lesions to occur in the absence of overt tularemic 
involvement elsewhere in the body. Cases of pri- 
mary tularemic pharyngitis or tonsillitis have been 
reported by Crawford,! McGovern,? Anschuetz,’ 
Waddell and Birdsong,* and by Larson.® Several 
authors®:78 have reported cases of tularemia in 
whom there were lesions of the mouth, tonsils or 
pharynx, either secondary to, or associated with 
such other manifestations as tularemic conjunctiv- 
itis, pneumonia, pericarditis, or ulceroglandular tu- 
laremia. 

Isolation of Bacterium tularense from the sputum 
has been reported in only a few cases. Freese, Lake 
and Francis® reported a case of tularemic conjunc- 
tivitis from whom nose and throat swabs yielded 
Bacterium tularense upon animal inoculation and 
culture. Francis® reported four cases of pulmonic 
tularemia in which he was able to isolate the 
organism from the sputum by inoculation into 
guinea pigs. Johnson’ reported an atypical case 
of tularemia where Bacterium tularense was iso- 
lated from the sputum by inoculation of the speci- 
men into white mice and culture on glucose cystine 
blood agar. Ashburn and Miller’ isolated the cau- 
sative organism by similar methods from the spu- 
tum of a patient with pulmonic tularemia. Larson? 
reported three cases of tularemia without pulmon- 
ary symptoms in which he was able to isolate the 
organism from the sputum by animal inoculation 
and culture. 
Report of Case 

The patient, a white male, age 23, was admitted 
to the hospital November 18, 1947, complaining 
of fever, headache, malaise, and sore throat of two 
days duration. He stated that he had been em- 
ployed as a part-time technician in the tularemia 
research laboratory at Kansas University for sev- 


Lawrence, Kansas 


eral months. On November 14, 1947, while trans- 
ferring some liquid cultures of Bacterium tularense, 
a cotton plug which had been placed in the bore 
of the transferring pipette became dislodged and 
the patient aspirated some of the culture into his 
mouth. Immediately he rinsed out his mouth with 
70 per cent alcohol. His first symptoms were 
noted two days later. 

The patient had received a series of three injec- 
tions of the Foshay tularemia vaccine in December, 
1946, and another series late in September, 1947. 
The last series was given approximately six weeks 
prior to the onset of his illness. ' 

Physical examination upon admission revealed a 
well-developed young male adult who appeared only 
moderately ill. The temperature was 101.4°F,, 
pulse 84, and respiration 20. There was moderate 
diffuse hyperemia of the pharyngeal mucosa. The 
anterior and posterior cervical lymph nodes were 
slightly enlarged and tender. The lungs were clear. 
The liver and spleen were not palpably enlarged. 

A white blood cell count on the day of admission 
was 6,100 with 72 per cent neutrophiles and 28 
per cent lymphocytes. There were no abnormal 
findings in the urine. On November 19 a sample 
of the patient’s blood serum agglutinated Bacterium 
tularense in a dilution of 1:640. On October 17, 
1947, 28 days prior to the patient's accidental as- 
piration of the tularemia culture, his agglutination 
titer had been 1:640. At the time of the accident, 
November 14, 1947, his titer was 1:320. 

A roentgenogram of the chest on November 20 
was reported as showing some peribronchial infil- 
tration in the medial portion of the right lung base. 

Specimens of the patient’s blood were inoculated 
into guinea pigs on November 20, however, the 
pigs did not die. On the same day throat washings 
were obtained from the patient and inoculated by 
the intraperitoneal route into each of two guinea 
pigs.. Both pigs died three days later (November 
23) with typical autopsy findings of tularemia. 
Subsequent culture of the guinea pig organs yielded 
Bacterium tularense. 

A presumptive diagnosis of tularemia was made 
on November 20, five days after the onset of the 
illness, and treatment with streptomycin was started. 
The streptomycin was administered in a dosage 
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of 100,000 units (0.1 Gm.) intramuscularly every 
three hours. A total of 2,700,000 units of strepto- 
mycin was given. The patient responded well to 
treatment and was discharged from the hospital 
afebrile and free of symptoms November 25, 1947. 

The patient returned as an out-patient December 
1, 1947, complaining of malaise and soreness in 
the left side of his throat. The temperature was 
99.2°F., pulse 80 and respiration 18. Examination 
of the pharynx revealed an ulcerated area over the 
left tonsil extending onto the anterior pillar. The 
ulcer was covered with a dirty gray exudate. A 
smear from the ulcer was negative for Vincent's 
organisms anda culture failed to reveal C. diph- 
theriae. An agglutination test of the patient's 
serum at this time was positive against Bacterium 
tularense in a dilution of 1:1024. 

Local treatment of the uker with silver nitrate re- 
sulted in no improvement. The patient was re- 
admitted to the hospital December 4, 1947, under 
the assumption that his complaints were due to a 
continuation of the tularemic infection. On this 
basis treatment with streptomycin was again started 
in a dosage of 100,000 units intramuscularly every 
three hours for a total of 3,700,000 units. 

Again on December 4, 1947, 19 days after the 
onset of the disease, throat washings were inoculated 
intraperitoneally into guinea pigs. One of the pigs 
died four days later with the typical findings of 
tularemia in the liver and spleen. The diagnosis 
was further confirmed by culturing Bacterium tu- 
larense from the guinea pig organs. 

The tonsillar uker healed rapidly under treat- 
ment with streptomycin. On December 10, 1947, 
the patient felt perfectly. well and was discharged 
from the hospital as cured, 25 days from the onset 
of his symptoms. 

Serum agglutination tests against Bacterium tu- 
larense were positive in a titer of 1:2048 on De- 
cember 8, 1947, and on December 15 had reached 
a high level of 1:16,384. 

Subsequent follow-up of the patient has revealed 
no recurrence of symptoms. Agglutination tests on 
January 8, 1948, and on July 10, 1948, were both 
positive in a dilution of 1:2560. 

Methods Used for Isolation of Bacterium Tularense from 
Throat Washings 

On the fifth day of the .patient’s illness (Novem- 
ber 20) throat washings were obtained by having 
the patient rinse his pharynx with 10 cc. of sterile 
psysiological saline which was then deposited in 


a sterile test tube and sent immediately to the 
tularemia research laboratory. The specimen was 
mixed with 0.2 Gm. of sulfadiazine to aid in the 
prevention of growth of other organisms. Five cc. 
of the specimen were then injected intraperitone- 
ally into each of two guinea pigs. Both pigs died 
three days after inoculation and were autopsied. 
The typical lesions of tularemia were found in the 
liver and spleen. Samples of the liver and spleen 
were then cultured on ghicose cystine blood agar 
which produced Bacterium tularense in pure culture. 

Throat washings were again obtained from the 
patient on the 19th day of his illness (December 
4, 1947), and were mixed with sulfadiazine as 
before. Two guinea pigs were inoculated intra- 
peritoneally with five c.c. of the specimen in each. 
One pig died seven days later with typical autopsy 
findings of tularemia and Bacterium tularense was 
isolated by culture of the organs. The other pig 
was spoiled before autopsy could be performed. 

Summary and Conclusions 

A case of tularemia is reported in which the only 
demonstrable ksions were found in the pharynx and 
tonsils. 

Bacterium tularense was isolated in throat wash- 
ings from the patient by injection of the washings 
into guinea pigs followed by culture of samples 
of the guinea pig organs on glucose cystine blood 
agar. 

Treatment with 2,700,000 units of streptomycin 
was not successful, producing only a brief remis- 
sion of symptoms; however, a second course of 
3,700,000 units of streptomycin given two weeks 
later was apparently effective in bringing about a 
rapid and complete recovery from the tularemia. 
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CHILD WELFARE PAGE 


Atelectasis of the Newborn 
A Symptom of Underlying Pathology 
IMPORTANCE 
It is frequently considered to be the primary cause of a death in the newborn period, which it almost 
never is. 


PHYSIOLOGIC ATELECTASIS® 


X-ray studies have shown that the lungs of all newborn infants will fail to aerate completely until the 
end of the second or third week. Premature and damaged infants will show more atelectasis, and more per- 
sistent atelectasis, than full-term healthy newborns. 


PATHOLOGIC ATELECTASIS 


When (to use the most frequent type as an example) the respiratory center of the newborn is depressed, 
atelectasis follows naturally. Such a depression may be brought about by intracranial hemorrhage, drugs, 
and anoxia during or after labor, among other causes. The center responds poorly to the blood COs: level, 
and sends an insufficient impulse to the respiratory musculature, which fails to expand the lung fully. The 
collapsed alveoli, cut off from oxygen, undergo anoxic damage and their capillaries become more permea- 
ble. In these areas, the substance of the lung becomes water-logged and a serous fluid oozes in the alveolar 
spaces. The fluid reduces air exchange and oxygen transfer, and the blood leaving the lungs is progressively 
less oxygenated. The anoxemia damages and depresses the respiratory center still further. The lung is thus 
prepared for further atelectasis and infection, and the infant for death. 

Other processes may affect any part of this cycle. Congenital malformations of the CNS or simple im- 
maturity may alter the response of the respiratory center. Tracheal obstruction, a massive heart, diaphrag- 
matic hernia or subdiaphragmatic pressure interfere with pulmonary expansion even though CNS control 
is adequate. Extremely immature lung tissue will not expand. Pulmonary edema may be first provoked by 
irritation from inspired blood or meconium. Hyaline membrane formation may reduce oxygen transfer. 
The tissue of the lung may be severely damaged by natal anoxemia. The whole cycle may begin with pneu- 
monic infection. 

It is frequently difficult to say just what is the underlying pathology as several things may be very wrong 


at the same time. 
PROPHYLAXIS 


If the possibility is kept in mind that any baby may develop atelectasis, certain prophylactic meas- 
ures readily suggest themselves. They are particularly important for premature and post-mature infants, 
offsprings of diabetics, Cesarean deliveries, twins and other especially susceptible babies. 

1. Minimal use of sedative drugs that severely depress the fetal respiratory center (morphine, barbitu- 
rates, paraldehyde). 

2. Minimal use of prolonged inhalation anesthesia, and maintenance of high oxygen levels when such 
must be used. 

3. Continuous oxygen, and intermittent CO2-Oz mixture, in a heated incubator, for all susceptible babies, 
and after prolonged or traumatic deliveries. 


4. Good nursing care. 
TREATMENT 


Every newborn infant with respiratory difficulty deserves at least the following: 
Diagnosis 1. A careful PHYSICAL EXAMINATION. 
. An X-RAY of the chest. 
A LUMBAR PUNCTURE if indicated (and perhaps a subdural tap). 
Skilled, meticulous, constant NURSING CARE. 
OXYGEN, continuous, in a heated incubator, for an extended period. 
CO2-Oz2 MIXTURES at frequent intervals to stimulate respiration. 
ANTIBIOTICS and SULFONAMIDES to combat or forestall pneumonia. 
Special measures for special cases: 
a. BRONCHOSCOPIC DRAINAGE for persistent obstruction. 
b. Prompt SURGERY for diaphragmatic hernia, tracheo-esophageal fistula and sub-dural 
hemorrhage. 


Treatment 


YR wh 


Prepared by Committee on Child Welfare 
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CANCER PAGE 


: Cancer of the Paranasal Sinuses 

e 

l- 

“ Cancer in this area is most common in the older age group with the average falling in the sixth decade 
y of life. Over 75 per cent of the cases occur in the male. The majority of the cancers in this group will be 
; found in the maxillary sinus. Occasionally the ethmoid cells will be involved primarily and only rarely the 
frontal or sphenoid cells. 

The diagnosis is rarely made early because of the inaccessibility of the tumor. The early symptoms de- 
y pend somewhat upon the location of the tumor. If occurrence is in the lower half of the maxillary sinus 


the first symptoms will likely be neuralgia or toothache. Occurrence higher in the antrum or in the eth- 
moid cells may first cause pain, nasal obstruction or nasal discharge, either purulent or bloody. Some degree 
of nasal obstruction often occurs early. Not in‘requently the patient seeks medical advice only after facial 
edema and tumefaction have appeared. Chemosis or proptosis may be the presenting signs in a sizable per- 


centage of patients. This usually does not mean intra-ocular invasion but simply pressure from the extra- 


ocular approach of the tumor. 


Roentgenographic changes are important, but are manifest relatively late in the disease. The radiographic 
demonstration of bone destruction superimposed upon an opaque paranasal cell or group of cells is prac- 


tically pathognomonic of cancer. 


There is no authentic evidence to support the theory that chronic sinusitis is a precursor ot carcinoma. 


The majority of these tumors are epidermoid carcinomas. 


Treatment consists of a combination of electrocautery and intracavitary Curietherapy utilizing raqium 
element. External deep roentgentherapy offers a supplemental method of treatment or in some cases may 
be used as the sole method of treatment particularly in the more advanced “poor operative risk patient.” 


Reported five-year survivals vary between 20 and 40 per cent. 


Prepared by Committee on Control of Cancer 
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PRESIDENT'S PAGE 


Dear Doctor: 


The Kansas Medical Society needs the active cooperation of all its members. One of the opportunities 
for service arises in committee activity. Although assignments are published in this Journal they are not 


closed, and any member interested in the activities of a committee is invited to notify the executive office 


of his willingness to serve. I sincerely hope that many will offer their help and that the final list will be 


considerably longer than it appears at present. 


You will note that the president-elect and both vice presidents have been given direction over commit- 
tees with broad responsibilities. This was done to give continuity to Society projects during the years ahead 
and to enable these officers to plan now for the future. I know they will appreciate your suggestions as will 


all chairmen and as I most certainly do myself. 


This high honor is at once the greatest inspiration that can come to a physician and also a most humbling 
experience. My responsibility, however, cannot be discharged properly unless it is shared by us all. There 
is the responsibility which we owe to our patients, another which we owe to our profession and a third, in- 


volving our very special obligation as citizens, to our community, state and nation. 


If we will all approach these responsibilities with a conscience, then I know it will be a wonderful year 
for the committees, for the Society and for the people we serve. I pledge my entire effort toward that goal 


and with your help and guidance, working together, we shall succeed. 


Sincerely, 


Un 
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EDITORIAL COMMENT 


Something for Something 


This is an example of how the administration 
plans to socialize medicine by proclamation where 
legislative processes fail. On June 20, 1949, Mr. 
Truman notified the Congress that a Department of 
Welfare would be established in his cabinet to take 
over the functions currently conducted in the office 
of the Federal Security Agency. This includes health 
and the United States Public Health Service. Rumor 
has it that Mr. Oscar Ewing will be offered the post. 

It is a presidential order which will become ef- 
fective on August 19 unless one house of Congress 
acts to reject it. It is a back door approach designed 
to by-pass the legislative branch of the government 
in as much as the only action left for either the 
House or the Senate is one of negation. If the Con- 
gress does nothing the order will be placed into 
effect. 

Suppose this happens, suppose Mr. Ewing be- 
comes a cabinet member in charge of health and so- 
cial security, and children’s affairs, and education, 
etc., then what? Look at Mr. Ewing’s record. 


Take education, for instance. Find out why Dr. 
Studebaker, long time esteemed director of the 
United States Department of “Education, resigned 
shortly after Mr. Ewing became his superior. Did 
you ever take the time to read the text books your 
children are studying in high school today? Look 
at the American Way of Life, revised edition, a 
compulsory text in every Kansas high school. Read 
on Page 664 that “... millions of people have dis- 
eases and deformities that can be cured. Medical 
care is needed by everybody, but not all can get it. 
Doctors, nurses, and hospitals are too costly for mil- 
lions of Americans...Many people believe that 
socialized medicine is one answer to America’s health 
problem, a system of medical care for all...” Read 
Pages 672-674 on pressure groups. 

Or look at Living in the Social World, revised, an- 
other text used in Kansas. Read Page 328 on “... 
unrestricted capitalistic competition...” and on 373- 
375 a report on communism. The authors speak of 
radicals who want to overthrow our government, 
“Whether right or wrong, great numbers of people 
have come to believe that some changes need to be 
made in the plot of the economic drama in order to 
bring about a more equitable distribution of goods 


As a member of the president’s cabinet Mr. Ewing 
would have more power over the education of your 
children than he has today. Kansas rejected many 
books that are used in other states. Now Dr. Stude- 
baker knew what was in these books, whether Mr. 


Ewing does or not, but then Dr. Studebaker isn’t 
working there any more. 


Recall Mr. Ewing's attitudes toward medicine and 
health. Look at his recent report to the president 
on this subject. He has a solution for the high cost 
of medical care. He proposed to solve the problem 
of physician distribution, and best of all, he will 
prevent thousands of needless deaths that annually 
occur in the United States. Those represent his quali- 
fications for this appointment, his analysis of why 
he considers himself fitted for this job. He proposes 
to give the patient better medical care for less money 
and the physician more money for less work. And 
there you have it, your new benevolent health dic- 
tator. 

As this is written there is still some doubt among 
certain persons that Mr. Ewing is capable of doing © 
all those things or whether there will be a cabinet 
post of welfare at all. Medicine held to the hope 
that the Hoover report would be followed, that a 
cabinet office of Health under a qualified physician 
might be established. The president's circumvention 
of this plan is an act of desperation requiring des- 
perate counter measures. Only time, August 19, will 
provide the answer. But suppose the president suc- 
ceeds and Mr. Ewing becomes the cabinet member 
of Welfare, then what? 

For one thing, Mr. Ewing will then more com- 
pletely than ever dominate the United States Public 
Health Service and the money Kansas receives 
through that source. Which brings up the question 
of who is giving whose money away. Certainly some 
states, perhaps most, pay more into Washington than 
is returned, and yet these federal health grants come 
back with strings attached as though they were gifts. 
It appears to be something for nothing, but in the 
hands of a man of Mr. Ewing’s philosophy on health, 
the states will soon learn that accepting the return 
of a portion of the money they have given will be 
something for something. 


It will be something small for something large. 
It will mean the acceptance of a trinket in exchange 
for an heirloom. We will have sold with dollars 
the freedom we bought with lives. And that is 
scmething for something! 


Kansas is proud of its Board of Health and the 
incalculable services it has rendered the people of 
this state. But why in heaven’s name may Kansas 
not purchase its own public health services and 
pay for them directly? Why must this money first 
ke sent to Washington for Mr. Ewing to divide? 
Why should he give back a part of this money and 
then tell Kansas that its use must be according to his 


; 
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direction or all will be kept from us? The Kansas 
legislature is realistic and most certainly would not 
permit curtailment of needed health activities. 

Then this state could stand before the bureaus in 
Washington and turn down the offer of something 
for nothing. Pay its just share for the operation of 
the federal government, yes, but pay directly the 
cost of its own internal operations. Fantastic, per- 
haps, in the light of current trends in economic 
thought, but when you stand apart from the noise 
and view the subject dispassionately it isn’t fantastic 
at all. Suppose this was your personal money. Would 
you not prefer to evaluate your own needs and then 
buy your own goods with your money? 

That is buying something you want with some- 
thing you have. Mr. Ewing’s plan is to permit you 
to buy something he wants you to have in return 
for something you would not willingly exchange 
for his gift. In the end you will get what you did 
not ask for at a price you never dreamed could be 
exacted. 


Pure Food and Drug Act 


The federal Food, Drug and Cosmetic Act be- 
came law in October 1940 after having failed to pass 
the Congress in at least 80 previous attempts. This 
act, designed for the safety of the public, controls 
not only the contents but in a number of instances 
also the usage of drugs, and in that way affects the 
physician and the practice of medicine. Dr. Austin 
Smith of the A.M.A. recently spoke on how the Food 
and Drug Act affects the physician and it is from 
his paper that the following remarks are taken. 

The law as such makes no mention of the prac- 
tice of medicine, nor has court action ever estab- 
lished the physician’s responsibility under this act. 
There are, however, regulations governing the phy- 
sician’s prescribing habits, and especially does the 
act appear to apply to those physicians who dispense 
their own medicine. As in other laws, ignorance of 
the regulations will not offer a defense. It seems, 
therefore, that each physician will wish to acquaint 
himself with these provisions, and especially is this 
true of those physicians who dispense drugs in the 
course of their practice. 

For instance, a verbal order to a pharmacist does 
not give him the authority to fill a prescription. To- 
day a prescription must be presented to the pharma- 
cist in writing, and unless specific instructions are 
given on the prescription the pharmacist is not at 
liberty to refill a prescription for the patient. Any 
drug bearing the prescription label must be dis- 
pensed only upon the prescription of a physician. If 
this is sold otherwise, the pharmacist takes full re- 
sponsibility for so doing. 

As to dispensing physicians, Dr. Smith warns that 
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certain drugs must not be given to a patient unless 
the package contains a warning as to the possible ef- 
fects of the drug. At first the administration re- 
quired this only for thiouracil but since then has de- 
manded similar warnings to be placed on packages 
containing pentaquine and other preparations. It 
appears that since this precedent has been established 
the requirement will become more general and, if 
violated, the physician might be caused considerable 
embarrassment. 

There are other factors that may cause concern. 
For instance, requirements under the law are con- 
stantly being changed. By way of example, salt sub- 
stitutes used as dietary supplements were recently 
declared drugs and placed under control of the Food 
and Drug administration. That means that from now 
on they may be dispensed only upon prescription, 
and if the administration wishes to prosecute vio- 
lators of this regulation they have the authority to 
do so at any time. 

Dr. Smith points out that while the law does not 
directly apply to the practice of medicine, neither 
does it intend to protect the physician or to make 
the practice of medicine easier. The law is aimed at 
the protection of the public and where this effort in- 
advertently complicates the practice of medicine for 
the physician the administration registers no con- 
cern. The law is constantly being modified, and even 
though there is no record of cases having been 
brought against physicians for the violation of this 
act, this might occur at any time. Dr. Smith recom- 
mends that each physician, and especially those who 
dispense their own drugs, make an effort to keep 
currently acquainted with the regulations. He states 
that complete information on this subject may be 
obtained from the Council on Pharmacy and Chem- 
istry of the American Medical Association. 


Committees for 1949-1950 


Elsewhere in this issue of the Journal are published 
the committee assignments made by Dr. Haddon 
Peck, president. As always, your president is deeply 
concerned over the responsibility of selecting mem- 
bers for positions in which they are interested. A 
large portion of the program of this Society origi- 
nates in committees, and after projects are approved 
by the Council they are then immediately reported 
to the House of Delegates for further action. 

Many of these activities in which your Society is 
currently engaged have evolved in that way. The 
Kansas Blue Shield program, for example, resulted 
from many hours of committee planning which cul- 
minated in the adoption of the program by the 
House of Delegates. A great many other projects 
can be cited in the same manner. 

It is impossible for anyone to be personally ac- 
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quainted with each of the members of the Kansas 
Medical Society, and committee appointments may 
therefore be made only from that group of physi- 
cians that the president believes would be interested 
in such activities. Dr. Peck would like it to be known 
that these committee assignments are not closed and 
that any member desiring to serve the Society will 
gratefully be given that oportunity if he will notify 
the executive office. 


Many of the committees will continue projects 
that have been started but not completed during the 
past years. Others will arise that have not been at- 
tempted before. It is hoped that all committees will 
be active during the coming year and that many 
new programs, especially those in the interest of 
public service, will grow out of the meetings that 
are to come during the fall and winter months. 
Members serving on these committees give their 
time to the Society. This represents considerable 
sacrifice on their part but is also a contribution not 
only to medicine in this state but to all the people 
whom medicine and the Kansas Medical Society 
serve. 


Medical Enlistments in the Armed Forces 


The armed forces are still pleading for medical 
enlistments, but because there has been a consider- 
able ‘response there is probably less danger of a 
physician draft at present than at any time during 
the past two years. 


The armed forces will need in the vicinity of 2,000 
physicians before the first of the year, which num- 
ber could easily be obtained if those physicians who 
received their education under the A.S.T.P. or the 
V-12 programs would volunteer. The Kansas Med- 
ical Society, through its Committee on Emergency 
Medical Care, has cooperated with the Secretary of 
Defense in an effort to encourage these young men 
to apply for a period of active duty. These men, of 
which there are some 45 in this state, received their 
education at government expense, so it appears only 
fair that they discharge their obligation to the gov- 
ernment before older men will be required to serve 
again. 

The Kansas Medical Society is ready to assist by 
answering questions and in other ways. Those who 
have already joined the medical society may obtain 
a leave of absence during their terms of service, 
which will provide for them all the benefits of mem- 
bership without the necessity of paying dues or as- 
sessments. Those who are taking residencies will 
obtain assurance from the hospital that they may re- 
turn to their residencies upon the completion of their 
military service. Their interests and their education 
will be carefully defended by the medical society. 
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This subject was discussed before the House of 
Delegates of the Kansas Medical Society in May of 
this year. A formal resolution was passed without 
dissent on that occasion, declaring that the Kansas 
Medical Society will cooperate with the American 
Medical Association and the Secretary of Defense 
in obtaining voluntary enlistments. Delegates fur- 
ther expressed their hope that those physicians who 
had received their education at the expense of the 
government would recognize their obligation to 
render to the government a period of service as pay- 
ment for the benefits they had received. If the young 
men in this category will accept that obligation, they 
will thereby repay a personal debt to their govern- 
ment and will contribute toward upholding the rec- 
ord that physicians have established for service to 
the armed forces. In return for this the Kansas Med- 
ical Society offers its services to anyone having com- 
pleted a tour of duty who desires to return to a resi- 
dency or who wishes assistance in obtaining an at- 
tractive location within this state in which to prac- 
tice. 


Wins Cancer Fellowship 


Dr. Edgar B. Taft, research worker at the Uni- 
versity of Kansas Medical Center, was recently 
awarded a $3,500 Damon Runyon fellowship by 
the American Cancer Society, on the recommenda- 
tion of the National Research Council. During 
the first six months under the grant, Dr. Taft will 
work under the direction of Dr. Robert E. Stowell, 
head of the department of oncology, at the Medical 
Center. He will then go to Stockholm, Sweden, to 
work at the Karolinska Institute under Dr. T. 
Caspersson. 


New Fee Schedule 


The Kansas Vocational Rehabilitation Service 
wishes to call to your attention that examinations 
and medical care rendered for this division by mem- 
bers of the Kansas Medical Society will henceforth 
be paid for according to the fee schedule approved 
by the Society for veterans’ services. It will be found 
that an aggregate increase of aproximately 33 per 
cent will result from this action which was unani- 
mously endorsed by the Medical Advisory Commit- 
tee, of which Dr. Charles R. Rombold of Wichita 
is chairman. 

Physicians making examinations or giving treat- 
ments at the requést of the Vocational Rehabilitation 
Service should present statements upon completion 
of the work. The statement rendered should be in 
accordance with the Veterans Administration fee 
schedule. Additional copies of these schedules are 
available at the executive office of the Kansas Med- 
ical Society and may be obtained upon request. 
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SOCIALIZED MEDICINE 


Editor's Note. This is the second of a series of 
articles dealing with federal compulsory health in- 
surance. This series of articles is designed to sup- 
ply the physician with factual information which 
might be used in a discussion on this subject. Sub- 
sequent issues will continue these discussions. 


Is Medical Care Expensive? 

The cost of medical care has been a foremost 
argument on the part of the proponents of social- 
ized medicine. $. 1679, the administration bill, in 
its Declaration of Purpose proclaims that federal 
intervention is necessary for many reasons, of 
which the first is “the inability of the vast majority 
of our people to meet the shattering cost of serious 
or chronic illness.” 

A great many arguments might be presented 

to establish that medical care under federal con- 
trol will be a great deal more costly. This may be 
illustrated by the experience of all nations where 
such programs have been employed. Even the esti- 
mates of the proponents of such a program in 
America indicate that costs will rise. It is felt here, 
however, that the unsupported statement concerning 
the expense of medical care under the present sys- 
tem might be refuted. The following paragraphs 
deal only with the subject, “Is medical care expen- 
sive?” The accompanying figures have been com- 
piled by the Bureau of Medical Economic Research 
of the American Medical Association and have 
been taken from the United States Department of 
Commerce, the United States Chamber of Com- 
merce, the Survey of Current Business, and other 
sources. 
. Consumer expenditures rose steadily from 111.4 
billion dollars in 1944 to 164.8 billion dollars in 
1947, representing an increase in consumer expen- 
ditures of 47.9 per cent. During those same years 
the cost of medical care was increased by only 33.9 
per cent. Therefore, the rise in the cost of medical 
care did not keep pace with the rise in the gen- 
eral cost of living. This actually represents a reduc- 
tion in the comparative cost of medical care be- 
cause it accounts for a smaller percentage of the 
total budget of the average American family than 
it did four years before. In 1944 medical care 
accounted for 4.4 per cent of total consumer ex- 
penditures. In 1947 it was 4.0 per cent. 

Certain other items, particularly hospital care, 
accounted for much of the increase in the cost of 
medical care. In 1949 the physician’s share of the 
‘medical care dollar was 32 cents. In 1947 he re- 
ceived 25 cents of every dollar spent on medical 
care. The hospital portion rose from 13 to 21 cents, 
and other items remained virtually constant. 
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In the light of the “shattering cost” of medical 
care that has been spoken of in the administration 
bill, ic might be valid to compare the national ex- 
penditures for medical care with certain items that 
could hardly be classified as living essentials. In 
1947 the American people spent for jewelry 14 
billion dollars; for personal care (toilet articles, bar- 
ber shop services, beauty parlors, etc.), 2.3 billion 
dollars; tobacco, 3.9 billion dollars; recreation; 9.4 
billion dollars, and for alcoholic beverages, 9.6 bil- 
lion dollars. In this same year the American public 
spent 1.7 billion dollars for physicians’ services. 

Or, adding the total spent for medical care to 
the totals spent for the above five items, the figure 
for 1944 is 23.5 billion dollars. In 1947 that 
amount had risen to 33.1 billion dollars. Excluding 
the cost of medical care, the American people 
spent 26.6 billion dollars for jewelry, personal care, 
tobacco, recreation and alcoholic beverages in 1947. 
This is four times the amount spent for medical 
care. In that same year the American people spent 
1.7 billion dollars for physicians’ services, or less 
than 1/15 of the amount spent for the other items. 

Those advocating socialized medicine frequently 
state that more than 80 per cent of the population 
is unable to meet the cost of medical care. The 
above figures present several answers to that argu- 
ment. In a free nation the American people will 
spend their money for whatever they wish. In 1947 
they chose to spend more than twice as much for 
tobacco as for physicians’ services. They elected 
to spend about four per cent of their income for all 
items of medical care. Therefore, the first point is 
that the people were not necessarily unable to meet 
the cost of medical care but that they chose to spend 
96 per cent of their money for other commodities. 

The second argument is a little involved. Sta- 
tistics of this type do not tell the whole story in as 
much as some families spent practically nothing 
for medical care and others had large expenses. The 
hospitals and the medical profession have provided 
a plan whereby all persons may come into that 
four per cent class. By participating in a voluntary 
health program the large medical expenses may be 
budgeted at an annual cost within four per cent 
of the average income. Most Blue Cross and Blue 
Shield plans are offered on a family basis at an 
annual rate of about a package of cigarettes a day. 

In Kansas there are several Blue Cross programs. 
The family plan for general membership on a five 
dollar hospital room costs $2.80 a month. For an 
eight dollar room the monthly subscription rate is 
$3.70. Add to that last figure the $2.25 monthly 
rate for Blue Shield membership and the yearly cost 
is $70.80. Therefore, in this state all members of 
a family may ke covered for their major medical 
expenses and all hospital costs in an eight dollar 


room for $70.80. This is four per cent of the 
annual income of a family earning $1,770. For a 
person employed at $3,600 it represents less than 
two per cent. Of course the Blue Shield program 
does not include office visits and home calls, but 
even with those expenses added the average family 
would still stay within four per cent and the hazard 
of the “shattering cost” would be eliminated. 

There are two other things that should be said 
about these figures. One is that many physicians 
were still dislocated in 1947, and somewhat more 
might have been spent for medical care had it 
been more readily available. On the other hand, 
the amount spent for medical care has remained 
virtually constant during depression periods as well 
as during the last few inflationary years. There- 
fore, this item appears like a necessity rather than 
as a luxury. 

The second remaining point is that it is difficult 
to figure the amount of service that was purchased 
for each medical care dollar spent. On an item 
like cigarettes, for instance, the quantity consumed 
may easily be established because prices are con- 
stant. This is not true with reference to medical 
care expenses, and allowances must be made for 
cost variations not only with reference to locality 
but also for individual physicians and for the indi- 
vidual consumer. It is true, however, that the con- 
sumer receives much more in quality today for 
his medical care dollar than ever before. Many ill- 


nesses can be prevented, others greatly shortened, - 


and the average life span has been so considerably 
increased that no question can remain in anyone’s 
mind regarding the validity of that statement. A 
future article in this series will present statistics on 
the duration of illness and the average life 
expectancy. 

In summary, then, the cost of medical care has 
risen slightly but not nearly in proportion to the 
rising cost of other commodities. The percentage 
spent for medical care out of the consumer’s budget 
has actually reduced. Proponents of socialized medi- 
cine are wrong when they say that 80 per cent of 
the American people cannot afford medical care 
because it is shown that only four per cent of the 
consumer's dollar is spent on this item. Moreover, 
the consumer may safeguard his economy against 
the cost of catastrophic illness through voluntary 
insurance which will actually cost less than the 
average four per cent of his income. 


Reorganization at Menninger Foundation 


Administrative reorganization in the clinical ser- 
vice department of the Menninger Foundation, To- 
peka, and the appointment of new staff members 
was announced last month. 

These changes unite services previously offered 
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in separate hospital and outpatient divisions and 
provide for definite assignment of specialists to the 
education programs, thereby providing more treat- 
ment opportunities for patients. 

Dr. Lewis L. Robbins, a member of the staff since 
1940 and director of the outpatient division since 
1946, is now director of the newly organized De- 
partment of Adult Psychiatry, succeeding Dr. Rob- 
ert L. Worthington who is now on the staff of the 
Northwest Clinic, Seattle, Washington. Dr. Rob- 
bins is an associate professor of psychiatry at the 
University of Kansas School of Medicine and is on 
the faculty of the Menninger Foundation School of 
Psychiatry. 

Staff appointments include Dr. William Rotters- 
man of Little Rock, Arkansas, Dr. Robert Foster 
former director of the Merrill-Palmer School, De 
troit, Michigan, and Dr. Henry Lihn and Dr. Ber- 
nard H. Hall, alumni of the Menninger Foundation 
School of Psychiatry. Dr. Foster has been dividing 
his time between the University of Kansas and the 
Foundation during the past year. 


Reno County Society Activities 

Although most county societies do not hold meet- 
ings during the summer months, the Reno County 
Medical Society has maintained a full schedule of 
activities. 

The first summer meeting was held at the county 
home of Dr. I. E. Hempstid, Hutchinson, on June 
29. Dr. R. A. Stewart, who recently retired from 
practice after 60 years of service, was honor guest 
and was presented a gift. He responded by telling 
of his experience as a pioneer surgeon. 

On July 7 the group met at the Wiley Tearoom, 
Hutchinson. Dr. Howard Brown, professor of bac- 
teriology at Johns Hopkins University, Baltimore, 
Maryland, was guest speaker. He discussed recent 
advances in penicillin therapy and a new milk test 
for undulant fever. 

A joint meeting with the staff of the St. Elizabeth 
Hospital in Hutchinson was held July 20 at the 
hospital nurses home. After a dinner meeting Dr. 
Robert Shears and Dr. John Jarrott presented papers 
on the diagnosis and treatment of anterior poliomye- 
litis, followed by general discussion. 

Physicians of Reno County met with representa- 
tives of Blue Shield at the Leon Hotel, Hutchinson, 
July 24. 


New members are being enrolled by Blue Shield 
at a rate of more than 10,000 per day, according to 
a recent report from Frank E. Smith, director of 
Associated Medical Care Plans. With a net gain 
of 966,294 members during the first quarter of 
1949, Blue Shield enrollment had reached a total 
of 11,333,758 on March 31, 1949. 
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Case Reports From The University of Kansas Medical Center* 


TUMOR CONFERENCE 


Dr. Stowell: Four cases of multiple myeloma with 
interesting histories, x-ray findings and bone mar- 
row changes will be presented by our hematologist, 
Dr. Wilson. 


Dr. Wilson: Although the diagnosis in all of the 
patients is the same, they all were difficult problems 
in that their symptom complex simulated some 
other disease and it was not until bone marrow was 
biopsied on each that the proper diagnosis was made. 


Tumor Conference Case No. 49-38 

M.O., a 62-year-old white woman, when first seen 
in March, 1946, had the chief complaints of arthritis 
of the spine, weakness and shortness of breath. She 
had been well until four months previously when 
she began to have lumbar backache. Her family phy- 
sician found that there were arthritic changes in her 
spine and that she had a severe anemia. The anemia 
was refractory to both iron and liver therapy. She 
was given transfusions without improvement. On 
admission here her red blood cell count was 2,220,- 
000 per cu. mm. with a low hemoglobin. Urine 
analysis revealed two plus albumin with hyaline and 
occasional granular casts but no Bence-Jones protein. 
Her non-protein nitrogen was 66 mgm. per cent. 
Because of her extreme anemia a bone marrow aspir- 
ation biopsy was done and malignant plasma cells 
were found. The patient was treated with urethane 
with improvement in her symptoms. She died four 
months later, eight months after the onset of her 
symptoms. 


Dr. Tice: The roentgenograms show a moth- 
eaten type of destruction in the ribs and skull. We 
did not know at the time these films were first ex- 
amined that plasma cells had been found in this 
patient’s bone marrow so that we suggested that this 
might be metastatic malignancy or multiple mye- 
loma. The characteristic lesions of multiple myeloma 
are said to be sharply outlined defects in the skull 
and granular type of bone destruction elsewhere, but 
not infrequently, as in this case, neither are present. 
Often one can only say the diagnosis lies between 
multiple myeloma and metastatic malignancy in 
such patients. 

Tumor Conference Case No. 49-39 

H.J.B., an elderly white man, had the chief com- 
plaint of weakness. An anemia was diagnosed and 
he was sent to the hematology clinic for evaluation. 
His erythrocyte count was 2,530,000 per cu. mm. 


*Cancer teaching activities aided by a grant from the National 
Cancer Institute. 


Edited by R. E. Stowell, M.D., and E. B. Taft, M.D. 


On smear there were many macrocytes and moderate 
anisocytosis and poikilocytosis of the other red blood 
cells. He had a slight leukopenia such as is not in- 
frequently seen in pernicious anemia and there was 
hypersegmentation of individual polymorphonuclear 
leukocytes. Although this change in structure of the 
leukocytes is not characteristic of pernicious anemia 
alone, if looked for it does occur and is usually 
found in blood smears from such patients. The blood 
platelets were decreased to 127,000 per cu. mm. The 
patient had no free hydrochloric acid in his gastric 
juice. From the blood studies all one could say is 
that the patient had a macrocytic hyperchromic 
anemia. A urine analysis was negative. A bone mar- 
row biopsy was done in an attempt to establish a 
diagnosis and the sternal marrow was found infil- 
trated, and in many areas replaced, with typical ma- 
lignant plasma cells. 

Dr. Tice: The most instructive roentgenogram 
from this patient is that of the skull in which typical 
punctate areas of destruction in the frontal and 
parietal areas may be seen. The sternum also shows 
similar lesions. 

Tumor Conference Case No. 49-40 

F.R., a 49-year-old colored man, was admitted to 
the hospital with the chief complaints of weakness 
and fever of three months’ duration. He had had 
occasional nose bleeds for the previous six months 
particularly when he was doing heavy work. In the 
three months prior to admission he had headaches, a 
low grade fever, chills, night sweats, and frequent 
colds and sore throats. He also was troubled with 
shortness of breath. Physical examination revealed 
minimal enlargement of the posterior cervical lymph 
nodes on the left. The red blood cell count was 
2,560,000 per cu. mm. with anisocytosis and many 
macrocytes. The color index and other findings were 
such that a diagnosis of macrocytic hyperchromic 
anemia was made. Except for hypersegmentation of 
the neutrophilic leukocytes, gastric achlorhydria and 
a decrease in platelets, the other laboratory findings 
were not remarkable. The patient did not respond 
to a trial of liver therapy. A bone marrow biopsy 
disclosed a plasma cell myeloma. The patient was 
placed on urethane therapy. 

Dr. Tice: Roentgenologic examination of skull, 
spine, pelvis and sternum showed no pathologic 
change. 

Tumor Conference Case No. 49-41 

AS., an elderly white woman, first noticed back 

pain upon exertion. While making the differential 
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count the technician observed many plasma cells. 
Examination of a bone marrow biopsy established 
the diagnosis of multiple myeloma. Her white blood 
count varied between 10,000 and 20,000 per cu. mm. 
with 35-40 per cent plasma cells. She also had an 
anemia and thrombocytopenia. Urine analysis was 
not remarkable. She was admitted to the hospital 
and placed on urethane therapy, but did not respond 
satisfactorily. During the four weeks she was in the 
hospital she developed pathological fractures of some 
of her ribs. She died one week after leaving the hos- 
pital. 

Dr. Tice: This case is rather disappointing to a 
roentgenologist. She has compression of one of her 
vertebrae, but this looks more like a long-standing 
pressure defect than multiple myeloma. She does 
have pathological fractures of two ribs. The skull 
shows tiny questionable areas of translucence. 

Dr. Wilson: Examination of smears of the bone 
marrow stained with Wright's stain is satisfactory 
for the diagnosis of multiple myeloma. One sees 
large atypical cells with basophilic cytoplasm and 
eccentric nuclei. There is frequently an unstained 
area adjacent to the nucleus. In supravital prepara- 
tions this can be seen as a vacuole. The cells are ob- 
viously plasma cells, but they are much larger than 
those of chronic inflammation. They are truly ma- 
lignant plasma cells. At times it seems that the dura- 
tion of the disease can be directly correlated with 
the atypical appearance of the cells. The more ma- 
lignant the cells, the shorter is the clinical course. 
In good preparations one sees chumps and clusters 
of such cells which certainly aids in the diagnosis. 
The plasma cells which one occasionally sees in the 
peripheral blood of these patients probably repre- 
sents an overflow phenomenon rather than a true 
plasma cell leukemia. 

Dr. Stowell: Dr. Tice, would you care to comment 
further about the radiological findings in multiple 
myeloma? 

Dr. Tice: Of course without a microscope, all 
one can do is look at reontgenograms of a bone and 
try to evaluate such defects as may be present. Syphi- 
lis will produce defects that are similar to metastatic 
lesions or multiple myeloma. The association of a 
soft tissue tumor with the defect facilitates the diag- 
nosis. However, to say one roentgenological finding 
is typical of multiple myeloma is not very safe. Some 
of the best “drill-hole defects” that I have seen diag- 
nosed as multiple myeloma have proved to be meta- 
static tumors. Hand-Christian-Schiiller disease or 
eosinophilic granuloma also may produce skull de- 
fects. 

One also has to be wary of artifacts. For instance 
a skull may have more prominent vascular channels 
than others. Such lesions have been diagnosed as 
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tumor only to find that they were merely enlarged 
diploic veins. In multiple myeloma, as in many other 
diseases, one really has to know all of the clinical 
and laboratory findings to make a satisfactory roent- 
genological diagnosis. 

Previously patients with multiple myeloma were 
referred to the radiology departments for therapy 
since these tumors were considered relatively radio- 
sensitive by some people. I have not seen many 
such patients and I have not had outstanding success 
in relieving pain or producing bone regeneration. 
Recently Garland and Kennedy! stated that multiple 
myeloma is not a radio-sensitive tumor. This was a 
surprise to me even though it agreed with my own 
experience, so I am anxious to know what, if any- 
thing, can be done to prolong life and to relieve the 
pain of these patients. 


Dr. Wilson: It seems to me that we are entering 
a new phase of tumor chemotherapy in which we 
shall have more than one therapeutic agent to use in 
cases of multiple myeloma. But before I discuss 
therapy, I want to discuss diagnosis of the disease, 
which is not always easy. We tend to think of mul- 
tiple myeloma in terms of a textbook picture with 
Bence-Jones proteinuria, typical bone lesions and an 
elevated serum globulin. There is but one sure way 
of establishing the diagnosis in suspected cases. That 
is bone marrow biopsy. For this the patient must be 
prepared with a sixth to a quarter of a grain of mor- 
phine. One may have to try multiple sites in order 
to obtain an adequate sample of marrow. I use four 
sites in the sternum and if necessary the crest of the 
ilium. Some use spinous processes of vertebrae as 
well, but I have avoided that site of biopsy because 
of the possibility of giving a patient a cause for 
backache which may never be relieved. It is helpful 
to use a supravital technic in this procedure, for 
while one is examining the supravital preparations, 
the technicians can be making and staining perma- 
nent slides and preparing for the next puncture. Such 
a method enables one to find out whether one has 
made a satisfactory aspiration biopsy or whether it 
is necessary to make another attempt. 


After the diagnosis is established, treatment must 
be considered. Treatment is a difficult problem in 
multiple myeloma. Recently Dr. von Hamm, a path- 
ologist, presented his findings in a case which had 
been treated with nitrogen mustard. He stated that 
the patient had died as a result of treatment with 
nitrogen mustard and that the only healthy cells in 
the body appeared to be the neoplastic plasma cells. 
Stilbamadine was tried in the treatment of mukiple 
myeloma, but further experience has not substan- 
tiated the efficacy of this drug. Urethane is the most 
recently proposed therapeutic agent for multiple 
myeloma. A recent report? described four cases in 
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which rather good results have been obtained for a 
period of months. By now I have treated the third 
case discussed here for several months with urethane. 
He seems to be doing quite well in contrast to the 
first and last cases. He still has an anemia but is 
back at work and no longer has fever, night sweats 
or malaise. 

In this disease, as in other malignancies, any thera- 
peutic agent can be judged only on the basis of long 
term results. In multiple myeloma there is an addi- 
tional complicating factor when one wants to judge 
statistics. There are degrees of malignancy here as 
in any other tumor. Those that die after a fulminat- 
ing disease process usually have large anaplastic cells. 
In some it is most difficult to be sure that one is 
actually dealing with plasma cells. In contrast in 
those patients who have a chronic protracted illness 
of eight years or more, the plasma cells tend to be 
small, regular and more nearly resemble those seen 
in chronic inflammatory processes. One must con- 
sider such things when judging the efficacy of a 
therapeutic agent. 

Dr. Stowell: Many pathologists regard solitary 
myelomas as single medullary lesions, multiple mye- 
lomas as multiple osseous foci, and extramedullary 
plasmacytomas as non-osseous tumors which are 
closely related manifestations of neoplastic plasma 
cells. 

Dr. Wilson: One does see solitary myelomas, but 
I always wonder if one has not missed the other 
lesions in such patients. 

Dr. Orr: Could you tell us the earliest signs or 
symptoms that might lead one to suspect this dis- 
ease? 

Dr. Wilson: That is rather difficult as is shown 
by the cases discussed. Many complain first of weak- 
ness. Others have a syndrome consistent with per- 
nicious anemia. A pathologic fracture is the pre- 
senting complaint in some. Many have chills and 
fever similar to those seen in tuberculosis and Hodg- 
kin’s disease so that the presenting symptoms and 
signs may be as varied as the physical, laboratory and 
roentgenologic changes observed when the patient is 
first examined. 

Student: What is the frequency of bone lesions 
in these patients? 

Dr. Wilson: Roughly 12 per cent of patients have 
no positive roentgenologic findings.* 

Student: Is the absence of free hydrochloric acid 
important? 

Dr. Wilson: The only reason it was mentioned in 
these patients was because two were mistakenly diag- 
nosed and treated for pernicious anemia. 

Dr. Tice: What is the age range for this disease? 


Dr. Wilson: Multiple myeloma is most frequent 
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between 30 and 70. Few cases have been reported in 
patients under 30 years of age. 
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Research on Eclampsia 


A first step toward discovery of the cause of 
eclampsia, a disease that accounts for about one-fifth 
of all maternal deaths in this country, may be a by- 
product of cancer research at the National Cancer 
Institute, it was announced recently by the Public 
Health Service, Federal Security Agency. 

Investigating the role of progesterone in breast 
cancer, Dr. Alexander Symeonidis, a Cancer Insti- 
tute pathologist, found that injections of the hor- 
mone into rats in late pregnancy caused death, se- 
rious illness, or abortion in circumstances strikingly 
similar to those of human eclampsia. Whether tu- 
mors will also develop, as is expected, is still being 
investigated. 

Although the cause of eclampsia is still to be 
identified, Dr. Symeonidis’s work apparently demon- 
strates that the problem is related to hormonal or 
endocrine imbalance. This probability has at last 
made possible a rational approach to eclampsia-like 
disease investigation since it can be readily produced 
in a laboratory animal. 

In experiments with pregnant mice, Dr. Symeo- 
nidis had previously found that progesterone injec- 
tions, in addition to increasing breast cancer inci- 
dence, often had a fatal effect not due to cancer. The 
new series of experiments, in rats, was undertaken 
partly to study the circumstances of this lethal action. 


Virgin rats and rats in early pregnancy were not 
affected by the injections. Like human mothers, only 
rats in late pregnancy developed the eclampsia-like 
disease. Their symptoms were largely typical of 
those in human toxemia of pregnancy, high blood 
pressure, impaired kidney function, an abnormal 
accumulation of fluids in body cavities, and so on. 
The characteristic tissue-cell changes that occur in 
the liver, kidneys and placenta during human 
eclampsia were observed in the respective animal 
organs. So strikingly similar were the lesions in the 
microscopic sections of human eclampsia tissue and 
in those of the rats that pathologists were hardly 
able to tell them apart. 

One of the ironies is that Dr. Symeonidis, in 4 
series of experiments conducted in Germany in 1936, 
was unsuccessful in a direct attempt to produce ani- 
mal eclampsia. He achieved his original goal, more 
or less accidentally, 13 years later when engaged pri- 
marily in studying cancer causation. 
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A high index of suspicion 


The difficulties and pitfalls in diagnosing amebiasis 
are stressed frequently in medical literature. 

“‘... despite the absence of a history of dysentery, 
amebiasis must be considered in the differential diag- 
nosis of many bizarre clinical syndromes. ... A high 
index of suspicion is the keynote of early diagnosis.” 

In acute or latent forms of amebiasis, Diodoquin 
may be employed over prolonged periods. This high- 
iodine-containing amebacide “‘is well tolerated.... 
The great advantage of this simple treatment is that 
in the vast majority, it destroys the cysts of E. his- 
tolytica and is, therefore, especially valuable in ster- 
ilizing ‘cyst-carriers.’ It can readily be taken by am- 
bulant patients and, therefore, eliminates the neces- 
sity of hospitalization.’”’2 


Diodoquin 


(5,7-ditodo-8-hydroxyquinoline) 


1. Warshawsky, H.; Nolan, D. E., 

S A R L E of sy Eng- 

land J. Med. 235:678 (Nov. 7) 1946, 

RESEARCH IN THE SERVICE OF MEDICINE 


G. D. Searle & Co., Chicago 80, Illinois 
M. J. 27:123 (May) 1 
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Blue Shield and Medical Economics 


Blue Shield has now created credit against un- 
predictable medical bills for more than 150,000 
Kansans. The fact that Blue Shield is increasing the 
ability of a growing number of patients of modest 
income to purchase medical services will be more 
appreciated by patients and doctors alike as our 
economy levels off. 


This achievement has not been easy. In the future 
it may be even more difficult to persuade the 
average citizen to prepay his major sickness ex- 
pense. As times get more stringent it is likely that 
one of the first items to be stricken from the family 
budget will be insurance against medical and hos- 
pital bills. This assumption is based on the public’s 
attitude toward the availability of medical and 
hospital care regardless of who pays the bill. The 
tendency on the part of the public to place sickness 
insurance in a minor budgetary position is indicated 
by the fact that during the past year Blue Shield 
had to enroll 90,000 people in order to make a net 
gain of 60,000. 


The outlook is further influenced by the need, 
within the very near future, to raise Blue Shield 
dues in the face of a decline in the general econ- 
omy. Present dues will no longer sustain the rate 
at which members are using the services. It is ap- 
parent that people who have established a credit 
for medical service make wider use of that service 
than those who pay out of pocket. This is so in all 
Blue Shield and Blue Cross Plans. In Kansas dur- 
ing 1949 it is estimated that 170 out of each 1,000 
members will have benefited by Blue Shield ser- 


vices. 


The question is, how much are people willing 
to prepay for medical care? The trustees and staff 
of Blue Shield cannot be sure. This question was 
discussed on July 24 at a meeting of the Physician 
Relations Committee, which is made up of one 
representative of each councilor district. On August 
25 the Executive Committee of Blue Shield is meet- 
ing with representatives of the membership to talk 
over this matter. It is important that Blue Shield 
not price itself out of the low income market. If 
the revised Blue Shield program should include 
more services than the majority of people is willing 
to prepay, then an imbalance between healthy and 
unhealthy members is likely to occur. Sick people 
never pay their way. They stay with us always, ir- 
respective of the amount of the dues. The members 
of average health are the ones we have to be think- 
ing about because if they drop out the plan will not 
work. It is essential, therefore, that the scope of 
Blue Shield services not be broadened faster than 
we are able to develop public understanding of the 
value of additional services. To this end the support 
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of every doctor is required in his contacts with 
patients and the public. 

It is possible that unless the spending habits of 
the people are modified, with less emphasis on 
luxury items, the future of private medical practice 
may be forfeited to an all-providing government. 
Through Blue Shield we have a flexible instrument 
for creating self-providence with respect to the 
increasing’ cost of medical care. 


Research Grants Total $159,644 

The Sterling-Winthrop Research Institute, to- 
gether with Winthrop-Stearns, Inc., awarded a total 
of 52 grants-in-aid during 1948, according to a joint 
report issued recently, with a total expenditure of 
$159,644. Twenty-four of the grants went to uni- 
versities, medical schools and colleges, and the bal- 
ance to Clinics, hospitals, research foundations and 
individuals. 

General grants were made for the purpose of sup- 
porting investigations and training in therapeutics, 
pharmacology, neuro-surgery, internal medicine, or- 
ganic chemistry and related fields. Specific grants 
supported research in antiseptics, spinal and topical 
anesthesia, general anesthesia, detergents, amino acid 
preparations, analgesics, chemotherapy, x-ray con- 
trast media, metabolism, enzymes, infectious dis- 
eases, and treatment of heart conditions and wounds. 


Dentist Studies Lip Cancer 

Results of an intensive study of lip cancer in 835 
cases were reported last month by Lieutenant 
Colonel Joseph L. Bernier, chief of the Dental and 
Oral Pathology Section, Armed Forces Institute of 
Pathology, in a paper read before the Dental Faculty 
of the Royal College of Surgeons in London. 

Among his findings were the following: inci- 
dence of lip cancer is highest in persons having blue 
or grey eyes, blonde or brown hair and fair or ruddy 
complexion; absence of protective pigment and 
thinness of skin may be influencing factors in pet- 
sons subjected to prolonged sunlight since there is 
an extremely low percentage of incidence in Negros, 
who have abundant pigmentation and thickness of 
skin; “sunburn” wavelengths of solar radiation 
(3200 angstrom units or less) are a factor in de- 
veloping lip cancer in persons who lack sufficient 
protective pigmentation or whose outer skin cover- 
ing is thin; approximately 83 per cent of the sur- 
gical and biopsy specimens showed changes in the 
skin and/or mucous membrane of the lip, which 
are usually associated with age changes in normal 
skin and mucous membrane. 

Of 375 patients who were followed after treat- 
ment, 343 were living and free from cancer at the 
end of three years, making a three-year cure rate of 
91.5 per cent. The cure rate for five years was 82.1. 
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YOUR COSMETIC BUDGET 


During the course of the year you spend a certain sum of money for beauty preparations. 


This sum of money represents your Cosmetic Budget. As with all budgets it can be spent in- 


telligently or squandered aimlessly. 

Regardless of economic trends, it is always wise to give careful consideration to the act of 
buying. 
We suggest it is both economical and more effective to buy a well-balanced cosmetic serv- 
ice composed of preparations selected with regard to your particular requirements and pref- 
erences, and that you will therefore weleome the services of the Cosmetic Consultants who 
distribute our preparations in your community. 


LUZIER’S FINE COSMETICS AND PERFUMES 
Are Distributed in Kansas By: 


BURBRIDGE AND BURBRIDGE, Divisional Disrtibutor 
519-520 Continenal Bank Building 
Lincoln, Nebraska 


DISTRICT DISTRIBUTORS 


CHINN AND CHINN KERN WISMAN VERN HAZELL 
324 N. Rutan © 3350 Starr St. P. O. Box 94 
Wichita, Kansas Lincoln, Nebraska Hutchinson, Kansas 


LOCAL DISTRIBUTORS 


BETTY GROSSHANS AUDREY COX MAXINE DELFORGE HYDE & HYDE 
Warren Hotel 731 South Dodge Room 1, Orpheum Building P. O. Box 849 


Salina, Kansas Wichita, Kansas Topeka, Kansas Dodge City, Kans. 


ERMA WELLS JUANITA DOUGLAS ETHEL PERRY OTTIE HOOD 


Room 200, 635 Kansas 4232 S. Broadway P. O. Box 275 P. O. Box 309 
Topeka, Kansas Wichita, Kansas Ft. Dodge, Kansas Hutchinson, Kans. 
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ACTIVITIES OF MEMBERS 


Dr. J. D. Burger, who recently completed an 
Army tour of duty of two years, has begun practice 
in Nickerson, taking over the office of Dr. H. L. 
Graber who is now with the Gage-Hall Clinic in 


Hutchinson. 
* * 


Dr. Charles J. Balogh, who has been in Australia 
on a tour of duty with the U. S. Army, expects to 
return to Wichita this fall. 

* * * 

Dr. R. Hale, a graduate of the University of 
Kansas School of Medicine in 1946, has opened an 
office in Eudora. He was recently released from 
the Army after two years’ service. 

* * * 

Dr. Herbert Randles and Dr. Leland P. Randles, 
Fort Scott, announce that Dr. Vernon Berkey is 
now associated with them in practice. After his 
graduation from the University of Kansas School 
of Medicine, Dr. Berkey spent several years in the 
Army and then had a fellowship in internal medi- 
cine at St. Louis University. 

* * * 

Dr. H. O. Anderson, Wichita, recently became a 

diplomate of the American Board of Orthopedic 


Surgery. 


* * * 

Dr. R. H. Hill, who has been practicing in Liberal 
during the past year, has moved to Meade, his 
former home, and has reopened his office there. 

* * * 

Dr. Ray Meidinger, Hiawatha, was recently 
named coroner of Brown County by Governor 
Frank Carlson to fill the vacancy in the office 
caused by the death of Dr. Paul E. Conrad. Dr. R. 
T. Nichols, Hiawatha, was named health officer 
for Brown County, a position also formerly held 
by Dr. Conrad. 

* * * 

Dr. J. E. Hodgson, Downs, was guest of honor 
at a community dinner at the Downs Memorial hall 
on May 30, a celebration recognizing his 50th an- 
niversary in the practice of medicine. 

* * 

Dr. J. M. Mott, Lawrence, was recently promoted 
from lieutenant colonel to colonel in the medical 
department of the staff of the Kansas National 
Guard. His first commission in the Guard was in 
1924 when he became a lieutenant. 

* * * 

Dr. E. V. Thiehoff, chairman of the Department 
of Public Health and Preventive Medicine at the 
University of Kansas, has been certified to the 
founders group of the newly created American 
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Board of Preventive Medicine and Public Health. 
* * * 

Dr. T. C. Ensey, who has been practicing in 

Wichita, has moved to Marion and is now estab- 


lished in practice there. 
* * * 


Dr. H. L. Chambers, Lawrence, who observed 
his 80th -birthday anniversary June 13, was guest 
of honor at a surprise party at the Hotel Eldridge 
that evening with more than 100 friends present 
to celebrate the occasion. He has spent 54 years in 
the practice of medicine, first at Edgerton, then at 
Lecompton and later at Lawrence. 

* * * 

Dr. C. F. Taylor, superintendent of the state 
sanatorium at Norton, was awarded a gold key by 
the American Academy of Tuberculosis Physicians 
at a meeting held in Atlantic City early in June. 
Dr. Taylor, the first to receive the award, was rec- 
ognized for “service beyond the call of duty.” 

* * * 

Dr. Carter B. Sigel, who has been practicing in 
Emporia for the past year, has moved to Cotton- 
wood Falls and is practicing there in association 
with Dr. A. E. Titus. 

* * * 

Formation of the Olathe Clinic was announced 
recently by Dr. C. W. Jones, who will serve as its 
head. Associated with him wil be Dr. George J. 
Pierron, who has been practicing with Dr. Jones 
since October 1948, and Dr. Donald R. Davis, who 
was recently released from the Navy. Dr. Davis is 
a graduate of Temple University School of Medi- 
cine, Philadelphia, and spent one year in the depart- 
ment of surgery at the National Navy Medical Cen- 
ter, Bethesda, Maryland. 

* * * 

Dr. A. L. Ashmore, Wichita, addressed the Ki- 
wanis Club of that city on June 1, pointing out the 
disadvantages of compulsory health insurance 
schemes. At the next meeting of the club Dr. Frank- 
lin D. Murphy, dean of the University of Kansas 
School of, Medicine, told of an alternative plan, ex- 
pansion of medical facilities, and outlined progress 
of that plan in Kansas. 

* * * 

Dr. Kenneth Lohmeyer, who recently finished a 
residency at St. Francis Hospital, Wichita, has 
opened an office in Emporia. 

* * 

Dr. O. C. Fritts, Osage City, recently observed the 
50th anniversary of his entry into the practice of 
medicine. He first practiced in Belle, Missouri, and 
opened his office in Osage City in 1922. 


Dr. R. Y. Strohm, Fort Scott, has become a mem 
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Wherever your pollen-sensitive patient 


spends his vacation, TRIMETON* may add to his enjoyment 


and rest by alleviating his symptoms of pollinosis. TRIMETON is an 

unusual antihistaminic. Essentially different in chemical composition, it is so 
potent that only one 25 milligram tablet is usually required to attain the desired relief 
in fifteen to thirty minutes. Best of all, your patient isn’t likely to sleep away his 
vacation because the small milligram dosage lessens side effects. 

Your patient will also appreciate that the high potency of 

TRIMETON also means lower cost of therapy. 


rimeton 


Dosage: One 25 mg. tablet one to three times daily. 
TrimeTON, brand of prophenpyridamine, 25 mg. tablets, scored, are available in bottles of 100 and 1000. 


*TrimeTon trade-mark of Schering Corporation 


CORPORATION ¢ BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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ber of the board of health of that city, an organiza- 
tion formed to establish principles of preventive 
medicine there. 

* * * 

Dr. L. B. Mellott, Bonner Springs, was recently 
named a deputy coroner by the commissioners of 
Wyandotte County. 

* * * 

Dr. W. M. Tate, Peabody, announces that Dr. 
Jack M. Gilliland is now associated with him in 
practice. Dr. Gilliland was graduated from the Uni- 
versity of Kansas School of Medicine in 1945, served 
18 months in the Philippines during World War 
II, and recently was on the staff of the Veterans’ 
Hospital in Wichita. 

* * * 

Dr. Don Miller, who recently finished a residency 
at St. Francis Hospital, Wichita, has opened an of- 
fice for private practice in Manhattan. 

* * * 

Dr. H. Morrison, Smith Center, began his 50th 
year of practice July 10. 

* * * 

Dr. Joe M. Shearer, Caldwell, has enrolled for a 
course of four months duration at the Chicago Ma- 
ternity Center. 

* * * 

Dr. J. B. Ungles, Satanta, recently retired from 
practice and announced that Dr. Elbert McNeil will 
take over his office. Dr. McNeil was graduated from 
the Colorado Medical School in 1948 and has just 
completed an internship at San Diego County Gen- 


eral Hospital. 


* * * 


Dr. Milton Dodge, who practices in De Soto and 
Sunflower, has joined the medical organization at 
the Sunflower Ordnance Works and will spend some 


time each day at the plant. 
* * * 


Dr. Haddon Peck, president of the Kansas Med- 
ical Society, was principal speaker at the dedication 
of the new Greeley County Hospital at Tribune 


July 3. 
* * * 


Dr. Ray Meidinger, Hiawatha, was recently named 
surgeon for the Union Pacific Railroad, filling the 
post formerly occupied by the late Dr. Paul E. Con- 
rad. 

* * * 

Dr. R. E. Cheney, Salina, announces that Dr. Max 
Lake is now associated with him in practice. Dr. 
Lake recently completed a two-year residency in 
ophthalmology in Omaha. 


Dr. A. T. Steegmann, professor of psychiatry and 
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neurology at the University of Kansas School of 
Medicine, was recently elected to active membership 
in the American Neurological Association. He was 
also reappointed a member of the Program Com- 
mittee of the American Academy of Neurology and 
a member of the regional committee for the states 
of Missouri and Kansas of the Membership Com- 
mittee of the Academy. 
* * * 

Dr. Conrad C. Clement, who has practiced in 
Olathe during the past two years, moved to his 
former home at Wellsley, Massachusetts, last month 
to engage in private practice there. 

* * 

Dr. H. H. Haerle, Marysville, announces that his 
son, Dr. H. Shields Haerle, is now associated with 
him in practice. The younger Dr. Haerle recently 
completed his internship at Kansas City General 
Hospital. He was graduated from the University 
of Nebraska School of Medicine and served in the 
Army during the war. 

* * *- 

Dr. C. W. Jones, Olathe, was presented a 50-year 
emblem by the Grand Lodge of Kansas, A.F. and 
A.M., at ceremonies at his home last month in rec- 
ognition of faithfulness to the Masonic craft. 

* * * 

Dr. Murray C. Eddy, Hays, was named to the 
Kansas State Board of Medical Registration and 
Examination last month by Governor Frank Carl- 
son. He replaces Dr. C. W. Jones, Olathe, who re- 
signed. Dr. J. D. Colt, Jr, Manhattan, was reap- 
pointed to the board for a four-year term ending in 
1953. 


Board Examinations in February 


The next scheduled examination (Part 1) for 
candidates for the American Board of Obstetrics 
and Gynecology, Inc., will be held in various cities 
of the United States and Canada on February 3, 
1950. Applications and bulletins, including details 
of changes in regulations, may be obtained from the 
Board, 1015 Highland Building, Pittsburgh 6, Penn- 
sylvania. At the 1949 meeting of the Board 236 
candidates were certified. 


C. of C. Opposes Socialized Medicine 


The Topeka Chamber of Commerce, at a meet- 
ing held June 22, went on record as opposing social- 
ized medicine. The State and National Affairs Com- 
mittee of that body deplored concentration of power 
in the federal government and appropriated money 
for publication of a brochure to combat plans for 
compulsory health insurance and federal aid 0 
education and to approve plans for government 
reorganization to eliminate duplication and waste. 
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Your personal help is needed to avert a serious 
threat to our national security! 


By the end of July of this year we will have 
Jost almost one-third of the physicians and 
dentists now serving with our Armed Forces. 
Without an increased inflow of such per- 
jonnel, the shortage will assume even more 
dangerous proportions by December of this 
year. 


These losses are due to normal expiration of 
terms of service. The professional men who 
are leaving the Armed Forces during this 
critical period are doing so because they 
have fulfilled their duty-obligations and have 
earned the right to return to civilian practice. 


Without sufficient replacements for these 
losses, we cannot continue to provide ade- 
quate medical and dental care for the almost 
1,700,000 service men and women who are 
the backbone of our nation’s defense. 


Normal procurement channels will not provide 
sufficient replacements! 


To alleviate this critical, impending shortage 
of professional manpower in the three serv- 
ices, I am urging all physicians and dentists 
who were trained under wartime A. S. T. P. 
and V-12 programs under government 
auspices or who were deferred in order to 
complete their training at personal expense, 
and who saw no active service, to volunteer 
for a two-year tour of active duty, at once! 
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FROM SECRETARY OF DEFENSE LOUIS JOHNSO 


URGENT 
APPEAL 
YOUNG DOCTORS! 


We have written personally to more than 
10,000 of you in the past weeks urging such 
action. The response to this appeal has not 
been encouraging, and our Armed Forces 
move rapidly toward a professional man- 
power crisis! 

Many responses have been negative, but 
worse—a great number of doctors have not 
replied. It is urgent that we hear from you 
immediately! _ 

We feel certain that you recognize an obligation 
to your fellow men as well as to your profession 
in this matter. We are confident that you will 
fulfill that obligation in the spirit of public 


’ service that is a tradition with the physician 


and dentist. 

There is much to be said for a tour of duty 
with any of the Armed Forces. You will 
work and train with leading men of your 
professions. You will have access to abun- 
dant clinical material; have the best medical 
and dental facilities in which to practice. 
You will expand your whole concept of life 
through travel and practice in foreign lands. 
In many ways, a tour of service will be 
invaluable to you in later professional life! 
Volunteer now for active duty. You are urged 
to contact the Office of Secretary of Defense by 
collect wire immediately, signifying your ac- 
ceptance and date of availability. Your services 
are badly needed. Will you offer them? 
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Changes at School of Medicine 


A number of changes in the faculty at the Uni- 
versity of Kansas School of Medicine were an- 
nounced recently by Dr. Franklin D. Murphy, dean. 
Those not previously reported in the Journal are 
as follows. 

Dr. Robert Guthrie is now professor of bacter- 
iology and head of that department, succeeding Dr. 
Noble P. Sherwood who has retired but will con- 
tinue to teach. Miss E. Jean M. Hill is director of 
nursing at the Medical Center, succeeding Miss Avis 
Van Lew who resigned to enter the United States 
Public Health Service. 


New members of the faculty, since July 1, 1948, 
are: Dr. Roy F. Garrison, instructor in pediatrics; 
Dr. Henry Tihen, lecturer in medicine; Dr. Andrew 
Mitchell, instructor in surgery (urology); Dr. Clar- 
ence W. Erickson, lecturer in medicine; Dr. Earl L. 
Mills, lecturer in medicine; Dr. John M. Porter, lec- 
turer in medicine; Dr. Philip W. Morgan, lecturer 
in medicine; Dr. Martin J. Mueller, instructor in 
medicine; Dr. Geoffrey M. Martin, lecturer in ped- 
iatrics and public health and preventive medicine; 
Dr. Morris Statland, assistant in medicine; Dr. 
Richard E. Johnson, assistant professor of pathology 
and oncology; Dr. William T. Sirridge, assistant in 
medicine; Dr. Edward E. Anderson, assistant in 
ophthalmology; Dr. W. H. Rayn, assistant in oph- 
thalmology; Dr. Blaine Z. Hibbard, assistant in 
medicine; Dr. Frederick §. Morest, associate in 
medicine; Dr. Michael Donovan, instructor in sur- 
gery (orthopedics); Mr. Harry W. Poston, lecturer 
in public health and preventive medicine. 

Three resignations were received: Dr. J. Paul 
Frick, from the department of dermatology; Dr. 
Eugene D. Liddy, from the department of medi- 
cine; Dr. E. L. Gann, from the department of oto- 
rhinolaryngology. Two members of the faculty died 
during the period, Dr. J. S. Betz, instructor in 
ophthalmology, and Dr. E. W. Wilhelmy, assistant 
professor of medicine. 

The following promotions were announced: Dr. 
R. L. Sutton, Jr., to professor of dermatology; Dr. 
Buford Hamilton, to clinical professor of obstetrics 
and gynecology; Dr. Hubert M. Floersch, to assis- 
tant professor of obstetrics and gynecology; Dr. 
Robert L. Newman, to assistant professor of ob- 
stetrics and gynecology; Dr. James H. Wheeler, to 
assistant, professor of medicine; Dr. Harold M. 
Roberts, to associate in medicine; Dr. Ira Morri- 
son, to associate in medicine; Dr. Arnold Arms, to 
associate in medicine; Dr. Martin Mueller, to in- 
structor in medicine; Dr. Ira Layton, to instructor 
in medicine; Dr. William T. Sirridge, to instructor 
in medicine; Dr. R. E. Bolinger, to associate in 
medicine; Dr. Marvin L. Bills, to assistant professor 
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of psychiatry and neurology; Dr. G. L. Harrington, 
to assistant professor of psychiatry and neurology; 
Dr. G. W. Robinson, Jr., to assistant professor of 
psychiatry and neurology; Dr. Sylvia Allen, to asso- 
ciate in psychiatry and neurology; Dr. E. H. Trow- 
bridge, Jr., to associate in psychiatry and neurology; 
Dr. John Knight, to associate in otorhinolaryngol- 
ogy; Dr» James Boley, to assistant professor of 
pathology; Dr. H. A. Wenner, to associate professor 
of pediatrics; Dr. Damon Walthall, to assistant pro- 
fessor of pediatrics; Dr. Donald L. Rose, to asso- 
ciate professor of physical medicine; Dr. C. E 
Virden, to assistant professor of radiology; Dr. Paul 
W. Schafer, to professor of surgery; Dr. P. H. 
Lorhan, to clinical professor of surgery (anesthesia); 
Dr. Gretchen Guernsey, to assistant professor of 
surgery (anesthesia); Dr. T. B. Hall, to assistant 
professor of dermatology. 


Tri-County Medical Meeting 


A number of Kansas physicians attended a meet- 
ing of the Tri-County Medical Society in Ponca 
City, Oklahoma, June 10. Dr. Fred M. Tetzlaff, 
of the Menninger Clinic, Topeka, spoke on “Psy- 
chiatry in General Practice,” and Dr. F. Reeding 
Hood, Oklahoma City, discussed “Geriatrics with 
Special Reference to the Heart.” 


ANNOUNCEMENTS 


August 1-13—Intensive Personal Course in Cerebral Palsy, Cook 
County Graduate School of Medicine. M. A. Perlstein, M.D., 
Instructor. Address Registrar, 427 South Honore Street, Chi- 
cago 12, Illinois. 


September 6-10—27th Annual Session, American Congress of Phys 
ical Medicine, Netherland Plaza Hotel, Cincinnati, Ohio. Ad- 
dress American Congress of Physical Medicine, 30 North 
Michigan Avenue, Chicago 2, Illinois 


September 26-28—Annual Meeting Southwestern Surgical Congress, 
Shamrock Hotel, Houston, Texas. All physicians invited. 


September 28—Sixth Annual Meeting, American Medical Writers’ 
Association, Jefferson Hotel, St. Louis, Missouri. 


September 28-30—14th Annual Meeting, Mississippi Valley Med- 
ical Society, Jefferson Hotel, St. Louis, Missouri. No registra- 
tion fee. Address Harold Swanberg, M.D., secretary, M.V.M.S., 
209-224 W.C.U. Building, Quincy, Illinois. 


October 17-23—Clinical Congress, American College of Surgeons, 
Chicago. Including Sixth Inter-American Congress of Surgery. 
Headquarters at Stevens Hotel. Address Department of Public 
Relations, 40 East Erie Street, Chicago 11, Illinois. 


October 24-29—Course in Preclinical Science in Internal Medicine, 
American College of Physicians, at Washington University 
School of Medicine and St. Louis University School of Medi- 
cine, St. is, Missouri. Address E. R. Loveland, Executive 
Secretary, 4200 Pine Street, Philadelphia 4, Pennsylvania. 


October 27-29—Course in Gastrointestinal Surgery, Boston City 
Hospital, Boston, Massachusetts. Address National Gastroen- 
a oo Association, Department GSJ, 1819 Broadway, New 

or ity. 


November 7-12—14th Annual Assembly and Convocation, Inter- 
national College of Surgeons, United States Chapter, Atlantic 
City, New Jersey. Open to all doctors of medicine inter 
in surgery. Address inquiries to Arnold §. Jackson, M.D., 
Secretary, Jackson Clinic, Madison 4, Wisconsin. 


November 9—Third Annual Southwest Regional Cancer Conference, 
Blackstone Hotel, Fort Worth, Texas. Hosts, Tarrant County 
Medical Society and Tarrant County Unit, American Cancer So. 

ciety. No registration fee. Address Tarrant County Medical 

Society, 209 Medical Arts Building, Fort Worth 2, Texas. 
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even after 4 0, 


a woman does creative work... 


The urge to do creative or constructive work is often 
rekindled in the woman relieved of menopausal symp- 
toms. Restraints placed on her talents by the nervous- 
ness, hot flushes and other manifestations of the climacteric 

may vanish entirely following the use of “Premarin.” 
In addition, there is a “plus” in “Premarin” therapy. ..the 
gratifying ‘“‘sense of well-being’ so frequently reported by the 
patient. Oral activity, comparative freedom from side-effects and 
flexibility of dosage are other advantages associated with this natu- 
rally-occurring, conjugated estrogen. “Premarin” is supplied in tablets 

of four different potencies and in liquid form. 


ee 99 
While sodium estrone sulfate is the principal estrogen ‘ RR 
in “Premarin,” other equine estrogens...estradiol, 
equilin, equilenin, hippulin...are probably also pres- wEMISTRY 
ent in varying amounts as water-soluble conjugates. Qe —™ 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 Fast 40th Street, New York 16, New York 
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New Doctors of Medicine 


Proof that the Kansas Plan is attracting wide- 
spread interest is found in the large number of 
physicians who are coming to this state from other 
parts of the nation. A large majority of those who 
took the examinations given in June by the Kansas 
State Board of Medical Registration and Examina- 
tion reported to Dr. J. F. Hassig, secretary of the 
board, that they planned to locate in this state. 

Following is a list of 35 who were licensed by 
reciprocity. After each physician’s name is the state 
from which he first received a license and the name 
of the Kansas city in which he is now practicing or 
will soon practice. 

John Richard Adams, Illinois, Topeka; James 
Bethune Campbell, Illinois, Topeka; Abraham Meyer 
Churner, Illinois, Hays; Faith Margaret Cooper, 
Ohio, Topeka; Charles A. Crockett, Arkansas, Kan- 
sas City; Donald R. Davis, Wisconsin, Olathe; Rob- 
ert W. Forsythe, Louisiana, Kansas City; Henry M. 
Foster, Kentucky, Hays; Robert F. Freeman, Na- 
tional Board, Topeka; Randall B. Haas, Ohio, Hardt- 
ner; Henry S. Haerle, Nebraska, Marysville; George 
S. Hopkins, Louisiana, Topeka; George Rae Jewett, 
Indiana, Topeka; Hilbert P. Jubelt, Illinois, Man- 
hattan; Charles F. Kittle, IHinois, Kansas City. 

Roy Canedy Knowles, National Board, Topeka; 
Walter Mau, Wisconsin, Leavenworth; Campbell 
C. McCullough, Jr., California, Kansas City; Roscoe 
F. Morton, Arkansas, Arkansas City; Mabel Mousse- 
let, National Board, Topeka; Walter Lee Owens, In- 
diana, Manhattan; James H. Pennington, Georgia, 
Dodge City; Charles W. Rayburn, Mississippi, To- 
peka; George Sherman Ripley, Connecticut, Salina; 
‘Katherine P. Rivera, National Board, Kansas City; 
Daniel S. Roccaforte, Nebraska, Hanover; W. H. 
Ryan, California, Overland Park; John A. Segerson, 
National Board, Topeka; John G. Shellito, National 
Board, Wichita; James Edwin Simmons, Ohio, To- 
peka; William K. Smith, Tennessee, Sedan; W. B. 
Spreigel, National Board, Topeka; Eldden John 
Teeter, Michigan, Goodland; John W. Warreti, Jr., 
Michigan, Wichita; Earl W. Wilkins, Jr., National 
Board, Winfield. 

Other non-residents, graduates of schools other 
than the University of Kansas School of Medicine, 
who took the Kansas examination and were awarded 
licenses are: Bruce Carl Jeppson, University of Ore- 
gon; Melvin L. Masterson, University of Utah; John 
H. Mehnert, University of Wisconsin; George J. 
Millet, Creighton University, Louis $. Morgan, Uni- 
versity of Oklahoma; Thomas A. Munson, University 
of Illinois; Robert F. McNeill, University of Ne- 
braska; James G. O'Shea, Jr., University of Okla- 
homa; Samuel M. Ramer, Long Island College of 
Medicine. Six of the nine have already selected 
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Kansas locations in which they wish to practice. 


Eighty-two 1949 graduates of the University of 
Kansas School of Medicine successfully completed 
the examination. Although all will serve internships 
before going into practice, only 26 of that number 
are undecided about their plans for practice. Forty- 
nine now have Kansas locations in mind and seven 
non-Kansans plan to go to other states. The doctors 
from the University of Kansas and their residences 
are as follows: Larry Alton Arnspiger, Wellington; 
Lafe William Bauer, Broughton; Rex Charles Bel- 
iske, Miltonvale; Robert Wayne Blackburn, Law- 
rence; Mary Josephine Blood, Wichita; Marian Jean 
Boehmer, Kansas City; George Franklin Boone, 
Manhattan; Robert William Borders, Mer Rouge, 
Louisiana; Frank C. Brosius, Jr., Wichita; Robert L. 
Brown, Wichita; Donald Robert Buechel, Wichita; 
Benedict S. Budai, Detroit, Michigan; John C. 
Campbell, Kansas City, Missouri; Laurel Glenn Case, 
Bremerton, Washington. 

Herman De Wayne Cofer, Lawrence; George 
Henry Cook, Jr., Concordia; Robert Lee Corder, 
Denison; Earl D. Coriell, Denton; Ira Cox, Jr, 
Wichita; James Edwin Crockett, North Kansas City, 
Missouri; James Maurice Cuthbertson, Sterling; Sel- 
don C. Dunn, Kansas City, Missouri; Galen W. 
Fields, Kansas City; Henry Louis Foucher, Hanover; 
Frank Russell Frink, Kansas City; Edward Goldsich, 
Kansas City; Orval Lee Hatnm, Kansas City; Dennis 
A. Hardman, Blue Rapids; Rosemary Boles Harvey, 
Manhattan; William Dwight Hawley, Jr., Wichita; 
Janet L. Holloway, Wichita; Sylvester Paul Hor- 
nung, Spearville;; Robert Dean Hughes, Kansas 
City; Charles A. Isaac, Newton; Neal M. Jenkins, 
Kansas City; Ethlyn C. Jennings, Parkville, Missouri; 
George Hupp Keene, Jr., Pratt. 

C. K. Kennard, Kansas City; Carl Davis Kobler, 
Morland; Lawrence Edward Lamb, Kansas City; 
Anita Mae Landrum, Hays; Roy Anthony Lawson, 
Jr., Kansas City; Bruce L. Livingstone, Seattle, Wash- 
ington; Richard F. Looker, Emporia; John R. Mar- 
shaH, Floral Park, New York; Glen E. Martin, Jr. 
Wichita; Max I. Miller, Kansas City; Warren Cal- 
vin Miller, Conroy, Pennsylvania; Tom Allen Mont- 
gomery, Mission; M. E. Musgrave, Minneapolis; 
William Robert McPhee, Topeka; Bentley A. Nel- 
son, Kansas City, Missouri; Phyllis Ann Ogg, Kan- 
sas City; Milton Bernard Ozar, Kansas City, Mis- 
souri. 

Don Clifford Peterson, Palo Alto, California; 
Richard J. Reece, Kansas City; Francis E. Riordan, 
Kansas City, Missouri; Alvin Leon Russo, Buffalo, 
New York; Robert King Saylor, Kansas City, Mis- 
souri; Jack Clare Schroll, Hutchinson; Harold Shif- 
rin, Bronx, New York; Robert Keith Skillman, 
Hutchinson; Charles Ewell Shopfner, Fort Smith, 
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when reducers stray from the dietary path... 


TABLETS, 
2.5 mg. and 5 mg. 


ELIXIR, 


20 mg. per fiuidounce 
(2.5 mg. per flvidrachm) 


AMPOULES, 
20 mg. per cc. 


Prescribe 


. .. Desoxyn Hydrochloride provides a safe, simple and effective 
curb on the wayward appetite. At the same time, the stimulating 
action of DEsoxyn increases the patient’s sense of well-being and 
desire for activity. To depress the appetite, one 2.5-mg. tablet an 
hour before breakfast and lunch is usually sufficient. A third tablet 
may be taken in midafternoon, if needed, and if it does not cause 
insomnia. @ It has been shown that weight for weight Desoxyn is 
more potent than other sympathomimetic amines so that smaller 
doses may be used effectively. In addition, DEsoxyn has a faster 
action, longer effect and relatively few side-effects. @ Orally, DEsoxyNn 
is an effective cerebral stimulant with a wide variety of uses. 
Parenterally, it helps to restore and maintain blood pressure during 
operative procedure. For more detailed information, write to 


@ ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 
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Arkansas; Donald John Smith, Kansas City, Mis- 
souri; William S. Spicer, Jr., Kansas City; Louis 
Joseph Stadnik, Marysville; Rex Taggart, Kansas 
City; Daniel J. Tenenberg, Minneapolis, Minnesota; 
Elias M. Thorne, Newton; Howard Roy Wagenblast, 
Smith Center. 

Richard Douglas Waterman, North Haven, 
Maine; Robert Wilson Weber, Kansas City; Wil- 
liam T. West, Wichita; Cad Benson Westfall, Hal- 
stead; George N. Weston, Jr., Salt Lake City, Utah; 
S. Bruce Whittenberger, Mission; John Jerome 
Wildgen, Wichita; Alice Hornbuckle Wilson, Kan- 
sas City; Alexander James Wray, Wichita; Byron 
A. Yost, Sabetha; Emerson David Yoder, Kansas 
City, Missouri; Samuel Zweifel, Jr., Luray. 


Golden Belt Meeting 
Dr. E. L. Vermillion, Salina was host to the 
Golden Belt Medical Society at a meeting held at 
the K. L. Druet farm near Salina July 7. Dr. 
Franklin D. Murphy, dean of the University of 
Kansas School of Medicine, was guest speaker. 


Grants for Research in Heart Disease 


National Heart Institute grants of more than 
$1,200,000 to support heart disease research work 
in medical schools and hospitals in 21 states, the 
District of Columbia and Canada were announced in 
July by the Federal Security Agency. Of this amount 
$8,310 was awarded to the University of Kansas 
School of Medicine. Additional grants for new heart 
research and for construction of heart research fa- 
cilities and laboratories are expected to be announced 
shortly. 

Established a year ago under authority of the Na- 
tional Heart Act, the National Heart Institute is 
one of the National Institutes of Health, the re- 
search arm of the Public Health Service, with head- 
quarters in Bethesda, Maryland. In addition to con- 
ducting scientific research in its own laboratories, 
the Institute administers federal funds supporting 
research and training related to the cause, preven- 
tion, and methods of diagnosis and treatment of 
heart disease in outside institutions throughout the 
country. 

Presently under study and supported by the grants 
announced are projects investigating the role of 
heredity in coronary heart disease, the effect of diet 
on high blood pressure and arteriosclerosis, and the 
usefulness of new drugs in helping to relieve heart 
disease symptoms. Evaluations and studies are also 
being made of instruments such as the ballistocardio- 
graph and the electrokymograph, to improve their 
usefulness as diagnostic tools in heart disease. 

The grants to the Kansas school were as follows: 
$5,160 to Dr. Sloan J. Wilson for “clinical and basic 


fundamental research on the variations of the va- 
rious blood coagulation factors in health and dis. 
ease, with particular emphasis on hematologic dis- 
eases;” $3,150 to Dr. Parke H. Woodard for “3 
study of the mechanism of anaphylactic shock.” 


_ in Fort Scott. During World War I he served 


_ DEATH NOTICES 


IRA BRADFORD CHADWICK, M.D. 


Dr. I. B. Chadwick, Coffeyville, an active 
member of the Montgomery County Medical 
Society, died June 16. He specialized in eye, 
ear, nose and throat work and was a diplomate 
of the American Board of Ophthalmology and 
of the American Board of Otolaryngology. 
He received his medical education at the Med- 
ico-Chirurgical College of Kansas City, grad- 
uating in 1902. 

* * * 
DANIEL C. BAER, M.D. 


Dr. Daniel C. Baer, 91, retired physician 
who practiced in Mound Ridge for more than 
50 years, died at Wichita June 26. He received 
his medical education at the University of 
Vermont College of Medicine, graduating in 
1887, and later studied at McGill University 
in Quebec, completing a course there in 1888. 
He was an honorary member of the McPher- 
son County Medical Society. 

* * * 
BEN F. COFFIN, M.D. 


Dr. Ben F. Coffin, 68, who had practiced in 
Kansas City about 40 years, died at a hospital 
there June 28. He was graduated from the 
Medico Chirurgical College of Kansas City in 
1902 and began practice in Kansas in 1904. 
He was an active member of the Wyandotte 
County Medical Society. 

* * * 


JOHN C. LARDNER, M.D. 


Dr. John C. Lardner, 82, retired physician 
in Fort Scott, died there June 28. He was an 
honorary member of the Bourbon County 
Medical Society. He was graduated from the 
Kansas College of Medicine in 1902 and for 
the next 10 years practiced in Chanute, then 


in the Army medical corps, then returned to 
Fort Scott and practiced there until he entered 
service in the Veterans Administration re- 
gional office at Oklahoma City in 1924. Since 
his retirement in 1937 he had lived in Fort 


Scott. 
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Don’t take chances — use 
Quinton-Duffens accurate 


prescription service. 


INDEPE DENT 


COMPANY 


POSTGRADUATE COURSE IN APPLIED BASIC. SCIENCES 


(The Physiological Approach to the Practice of Medicine) 


September 19, 20 & 21, 


1949 


UNIVERSITY OF KANSAS MEDICAL CENTER, 


FACULTY 


Guest Instructors: 

MELVIN H. KNISELY, Ph.D., Professor of Anatomy, The 
Medical College of South Carolina, Charleston, S. C 

ROBERT F. PITTS, M.D., Professor of Foran College 
of Medicine, Syracuse University, Syracuse, N. ma 

JAMES V. WARREN, M.D., Professor of Piaslalegy, School 
of Medicine, Emory University, Atlanta, Ga. 

PHILIP COOPER, M.D., Chief of the Surgical Service, Veter- 
ans Administration Hospital, Wichita. 

THOMAS J. RANKIN, M. -D., Chief of the Medical Service, 


Veterans Administration H Wichita. 


University of Kansas Faculty: 

MAHLON H. DELP, M.D., Associate Professor of Medicine. 

KENNETH E. JOCHIM, Ph.D., Professor of Physiology. 

PHILIP W. MORGAN, M.D., Lecturer in Medicine. 

FRANKLIN D. MURPHY, M.D., Associate Professor of 
Medicine, and Dean. 

PAUL G. ROOFE, Ph.D., Professor of Anatomy. 

PAUL W. SCHAFER, M.D., Professor of Surgery. 


ROBERT E. STOWELL, M.D., Professor of Pathology and 


Oncology. 
H. R. WAHL, M.D., Professor of Pathology. 
SLOAN J. WILSON, M.D., Assistant Professor of Medicine. 


KANSAS CITY, KANSAS 


SUBJECTS TO BE DISCUSSED 


The Physiological Properties of the Blood. 

The Effect of Radiation on Peripheral Blood. 

The Histophysiology of Peripheral Vascular Beds. 
The Rationale of Hepatic Function Tests. 

The Relation of Hormones to Cancer. 

Selective Phagocytosis. 

Disorders of the Heart Beat. 

The Coronary Circulation. 

Cardiac Output Determination. 

The Physiology of Pulmonary Circulation. 

Congestive Heart Failure. 

Recent Developments in Renal Physiology. 

Diagnosis and Treatment of Congenital Heart Disease. 
Fundamentals of Body Fluid Maintenance. 

The Excretion of Salt and Water. 

The Pathology of Collagen Disease. 

The Clinical Aspects of Collagen Disease. 

The Control of Respiratory Ventilation. 
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BOOK REVIEWS 


Campbell's Operative Orthopedics, Second Edi- 
tion. Volumes I and Il. Edited by J. S. Speed, M.D., 
and Hugh Smith, M.D. Published by C. V. Mosby 
Company, St. Louis. 1643 pages, 1141 illustrations. 
Price $30. 

The first edition of Operative Orthopedics was a 
one-volume work, compiled by the late Willis C. 
Campbell and published in 1939..The present sec- 
ond edition is a two-volume affair edited by J. S. 
Speed and Hugh Smith of the Campbell Clinic in 
Memphis, Tennessee. Besides the editors, 11 other 
authors have collaborated in the production of this 
edition. . All of these authors except three are mem- 
bers of the staff of the Campbell Clinic. 

Much of the material in the first edition has been 
deleted and a great amount of new material added. 
New chapters have been added on amputations, 
pre operative and post operative care, peripheral 
nerve injuries and new sections of previous chapters 
on rupture of lumbar discs, mold arthroplasty of 
the hip and cerebral palsy. New techniques devel- 
oped since publication of the first edition have been 
added to bring this edition up to date. 

This edition is most complete, well arranged and 
very readable. There is a profusion of illustrations 
which add to the clarity of the text. As a reference 
work, these volumes are a must in the library of any 
orthopedist and should also be of value to the gen- 
eral surgeon who handles fractures and traumatic 
surgery —J.B.W. 

* * * 

The Practice of Refraction. Fifth Edition, 1949. 
By Sir Stewart Duke-Elder. Published by C. V. 
Mosby Company, St. Louis. 290 pages, appendix, 
216 illustrations. Price $6.25. 

In accordance with his comment that the pre- 
scription of glasses is “not merely a matter of plac- 
ing lenses in front of a patient and ordering those 
which give the highest visual acuity,” Sir Stewart 
Duke-Elder, in the fifth revision of his well ac- 
cepted textbook on refraction, has added material 
on the nature, incidence and biological determina- 
tion of refractive errors and the transient changes in 
refraction. Discussion of aniseikonia has been ex- 
tended, a chapter on anomalies of convergence has 
been added, and descriptions of streak retinoscopy 
and velonoskiascopy are included. The discussion of 
strabismus has been limited to its relation to refrac- 
tive errors; a conservative evaluation of orthoptic 
treatment is given. Application of the cross cylin- 
der in subjective refraction is treated briefly. The 
appendix contains tables and official visual require- 
ments of the Services of the British Empire—D.J.S. 
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Atlas of Roentgenographic Positions. Volumes ] 
and II. By Vinta Merrill. Published by C. V. Mosby 
Company, St. Louis. 708 pages, over 1500 illustra. 
tions. Price $30. 


This two-volume atlas is devoted to photographs, 
ink drawings, and x-ray film illustrations related to 
positioning in roentgenography. Nothing is left to 
the imagination of the technician who can under. 
stand simple directions for placing the patient and 
angling the x-ray tube. 

Drawings and descriptive paragraphs are used in 
describing anatomy that pertains to the information 
the technician should have. The x-ray technician is 
given an insight into the history, ethics, and art of 
his specialty. 

The wealth of material in this atlas makes it a 
most desirable addition to any x-ray department— 
G.MT. 

* * * 

Nutrition and Diet in Health and Disease. Fifth 
Edition. By James S. McLester, M.D. Published by 
W. B. Saunders Company. 800 pages. Price $9.00. 


The information is clearly expressed by the author 
and well annotated. Many discussions are in the 
light of recent experiments and thought, and, in 
each case, authors are given credit. Bibliographies 
at the end of the chapters provide good sources of 
continued study. 

Many reprints of charts, graphs, etc., are included. 
While not always contributing to the usability of the 
material, such information lends emphasis to the 
completeness of coverage. However, some food 
tables, such as those for diabetes, are inconsistent 
and do not provide a practical method of instruct 
ing the patient. 

Material is conveniently arranged, for the most 
part. Occasionally it appears that certain subjects 
could be treated in other divisions avoiding repeti- 
tion. For example, digestibility is considered under 
the chapter entitled “Nutritional Factors of Lesset 
Importance” and then repeated under discussions of 
separate food items as milk, meat, etc. 

The book would be suitable and valuable to any- 
one who is interésted in nutrition or diet therapy 
and who has a scientific background. Because the 
subject matter contains much recent scientific 
knowledge, it will probably ke used frequently by 
members of the medical profession. 
~ Excellent information is given on many topics, for 
example low calorie diets for cardiacs, water balance, 
and adequate diets necessary for hypertension. 

The author is to be complimented on his emphasis 
upon maintaining the patient at an optimal state of 
nutrition and his constant repetition of not allowing 
nutrition to suffer in special diets. 
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Lattimore-Fink Laboratories 


TOPEKA, KANSAS 


J. L. Lattimore, A.B., M.D., Director 
A. A. Fink, M.D., Pathologist 

A. C. Keith, B.S., Chemist 


H. C. Ebendorf, M.T., Serologist 


PATHOLOGY, SEROLOGY, CHEMISTRY, BACTERIOLOGY, 
HEMATOLOGY AND PARASITOLOGY 


Containers furnished upon request. 
OFFICES: 
Topeka, Kan. El Dorado, Kan. Sedalia, Mo. McAlester, Okla. 


Whodcroft Hospital—P. 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


For this section of the Journal the Editorial Board 
selects representative opinions from the press. These are 
presented to give the medical profession a review of cur- 
rent editorial expression and include opinions that are 
both favorable and unfavorable to medicine, The Editorial 
Board would appreciate hearing from the membership 
regarding selection of material for this column. 

Uncle Sam Has No M.D. Degree 

Men who like to call themselves liberals have one 
outstanding trait. They are always kicking and any- 
one who opposes their wild-eyed schemes is classed 
as an obstructionist or a conservative. Right at pres- 
ent the victim of this particular brand of so-called 
liberalism is the medical profession and a drive is 
being made to make people believe they're being 
denied medical attention which only the government 
can provide. 

Doctors have struggled for centuries in labora- 
tories and at bedsides to learn the secrets of keeping 
the human body alive and healthy. Many dread dis- 
eases have been eliminated and the span of life has 
been doubled in a few decades. Not so very long 
ago appendicitis was treated with opium pills, poul- 
tices and castor oik. This form of treatment was 
cheap—but most of the patients died. The diebetic 
was given codeine and put on a diet. Again the 
doctor’s charges were low—but, as the obituaries 
read, the patient departed this world. The enormous 
progress in medical care, and the ever-growing com- 
plexity of treatment, has naturally added to the cost 
—as does anything which contributes to modern liv- 
ing. 

A lot of cockeyed schemers, whose blood pressure 
would have killed them long ago if a few competent 
physicians had not been at hand, are telling the peo- 
ple how neglected they are and that the medical pro- 
fession has got to do better or Uncle Sam will have 
to step in and take care of all their needs from the 
cradle to the grave at a cost of six or eight million 
dollars a year to be taken out of all pay checks each 
month. 

In the palmy days of the Roman Empire the aver- 
age lifetime was about 25 years. By 1700 it had 
risen to 33 years in the most advanced nations. Now 
it is crowding 70 years. And it has been done by 
the eternal vigilance of the medical profession, not 
by socialized medicine. After the shouting has died 
down and the professional psalm-singers have taken 
up some other fad, it will still be up to the doctors 
to keep us healthy. And they won't need some bu- 
reaucrat in Washington to tell them how to do it. 

Voluntary prepaid medical plans, such as the Blue 
Cross and other similar organizations, have made it 
possible for the majority of Americans to anticipate 
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doctor and hospital costs by paying small monthly 
sums. The small proportion of people who cannot 
pay anything at all can be cared for without com. 
pelling everybody to go into it whether they need 
it Or not. The country does not want or need a 
grandiose medical scheme that would cost billions of 
dollars and subject the doctors to the political whims 
of some,bureau at Washington. 

Socialized medicine would do no more than make 
the government a bill collector for the doctors, pay- 
able in advance, with a part of the money retained 
for bureaucratic activities. Uncle Sam has no degree 
in medicine and medical advancement will be 
achieved in the future by the doctors, as it has since 
the days of Hippocrates, in spite of those self-styled 
liberals who are trying to woo votes by making the 
health of the nation a political issue—F.].C., King- 
man Journal, February 24, 1949. 

* * * 
Two Kinds of Medicine 

Dorothy Thompson devoted one of her recent 
columns to the proposed bill to establish compulsory 
government health insurance. She observed that she 
had lived under socialized and regimented medical 
systems in England, Austria and Germany. She 
then had this to say about them: “They cost the peo- 
ple far too much. They provide inferior services at 
a high price. They are incapable of dealing with 
really serious and complicated cases. They result in 
two sorts of medicine—good medicine for the well- 
to-do; and bad for the masses, at high cost to those 
who can least afford it. Any they build up a vested 
interest of physicians and bureaucrats which the 
people will never get rid of.” 

Miss Thompson can hardly be branded as a black 
reactionary—which is one of the labels the socialists 
often pin on those who do not agree with the prem- 
ise that the cure for everything is more and more 
government and more and more taxes of all kinds 
She observes that this country certainly does need 
better health service, and that people who honestly 
can’t afford to pay for adequate care must be assisted. 
But, as she says, “Just why this most inventive coum 
try seems compelled blindly to copy social measures 
originating elsewhere is baffling.” A segment of the 
American people, apparently, believe that we Caf 
succeed with schemes which have been an utter fail- 
ure everywhere else. And that attitude, if it is re 
flected in action, could be disastrous. 

_ The compulsory health insurance plan is simply 
one of the planks in a platform that would create 4 
total state. Lenin himself ranked socialization of 
medicine high among communist objectives. 
socialized medicine will come as surely as night fol 
lows day if we give the bureaucrats control ove 
medical practice—Burr Oak Herald, February 10, 
1949. 
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THE COYNE CAMPBELL SANITARIUM, INC. 
Northeast 23rd and Spencer Road Phone 4-8405 
OKLAHOMA CITY, OKLAHOMA 


ESTABLISHED IN 1939 
for treatment of 


NERVOUS AND MENTAL DISORDERS 


Coyne H. Campbell, M.D., F.A.C.P., F.A.A.P. James Snyder, M.D. 
Harold G. Sleeper, M.D. Irene Jennings, R.N., Supervisor 
J. H. Barthold, Business Manager 
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ABSTRACTS, FROM CURRENT 
LITERATURE 


Diarrhea of the Newborn 


Diarrhea of the Newborn. By S. H. Clifford, New 
Eng. Jnl. of Med., 237:1-8, Dec. 25, 1947. 

Epidemic diarrhea of the newborn is not a distinct 
entity but a miscellaneous group with various causes 
and a common symptom. The infants have been in- 
fected via the fecal-oral route through demonstrable 
breaks in technic. Bottle feeding presents a par- 
ticular hazard since the same personnel handle the 
diapers, excreta and feeding equipment. Only scrup- 
ulous scrubbing of the hands can render them free 
from fecal contamination. Other epidemics have 
been traced to carriers in the nursery personnel. A 
specific pathogen has not been identified in most 
epidemics but virus should not be assumed unless 
the laboratory work is of very high type. 

Infection control among adequate nursery per- 
sonnel and scrupulous observance of special technics 
are essential in prevention of disease. Hospital con- 
struction must attend to the protection of the new- 
born infant. Massing of infants in one nursery 
should be avoided. Limiting the number of infants 
in a nursery unit of from six to 12 has been sug- 
gested. Airborne infection must be controlled. Ultra- 
violet radiation, propylene glycol vapors, the use of 
oil on the floors and bedding, more efficient face 
masks, and proper spacing of bassinets deserve at- 
tention. Instant isolation of diarrheal infants and 
nursery quarantine must be practiced in event of an 
outbreak. Should the infection become widespread, 
the entire obstetric unit must be closed to all ad- 
missions.—D.R.D. 

* * * 
Aureomycin in Pneumonia 

Aureomycin in the Treatment of Primary Atypi- 
cal Pneumonia. By Yale Kneeland, Jr., Harry M. 
Rose and Count Dillon Gibson, Am. Jnl. Med., VI- 
1, 41-50, Jan., 1949. 

The authors discuss the new antibiotic with ref- 
erence to its source, therapeutic efficacy, toxicity 
studies and results of treatment in experimental 
animals. Aureomycin is effective against many bac- 
teria, both gram positive and gram negative, also 
against rickettsial infections and against two virus 
infections in mice, lymphogranuloma venereum and 
psitticosis. 

Q fever is known to be susceptible to aureomycin. 
Primary atypical pneumonia cannot be differen- 
tiated clinically from Q fever or from human in- 
fection with the psitticosis-ornithosis group of 
viruses. 

Ten cases of primary atypical pneumonia were 
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treated with aureomycin and are reported in detail; 
five others treated after the article was submitted 
for publication responded satisfactorily. 

Criteria used for selection of cases: (1) each pa. 
tient presented the clinical features of cough, fever, 
pneumonitis, normal leukocyte count, normal bac. 
terial flora of sputum, etc. (2) the illnesses were 
unaffected by penicillin in full doses for at least 
48 hours, (3) all were getting worse when aureo- 
mycin therapy was instituted. 

The average dosage of the drug used was one 
gram every six hours, gradually reducing the amount 
in succeeding days. When sufficient amount of 
the drug was available administration was con- 
tinued until the temperature had been down sev- 
eral days and the patients were substantially 
improved. 

Two of 10 patients developed nausea, and one 
patient presented anemia during convalescence. 
None of the other patients showed toxic symptoms. 

Eight of the first 10 patients treated showed the 
development of cold agglutinins at the expected 
period in the disease. 

Nine of these 10 patients showed a fall in tem- 
perature to normal within 12 to 48 hours after 
institution of this new antibiotic, with correspond- 
ing improvement in their general condition. In 
two of these exacerbation occurred after treatment 
was discontinued. In the other seven treatment 
was continued and complete recovery occurred. 

The data presented by these authors suggest that 
aureomycin has an antiviral effect against the agent 
that causes atypical pneumonia in man.—C.C.U. 

* * * 


Infertility or Sterility in the Female 

Infertility or Sterility in the Female. By M. 
Edward Davis, Med. Clin. N.A., 32-1, 37-56, Jam 
1948. 

The fact is emphasized that the sterile couple, 
not the sterile individual, is at fault. In one-third 
of the cases the husband is at fault, and in another 
percentage he contributes to the sterility. 

The author lists first the organic factors which 
influence fertility. Among these are the great va 
riety of congenital anomalies, some of which are 
unimportant and others of which may produce 
uncorrectable sterility. Infection in the upper geni- 
tal tract frequently causes sterility; rarely is this 
true in the lower genital tract, though fertility may 
be reduced. Neoplasms such as fibroids reduce fer- 
tility but rarely cause sterility. Ovarian neoplasms 
rarely interfere with fertility, unless they produce 
hormonal substances. In most instances, the posi- 
tion of the uterus is of little importance in sterility 
problems. 

The importance of the history in the study of 
sterility is emphasized. The value of careful pelvic 
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study is obvious. In this connection, the cervix 
should be carefully examined, with particular ref- 
erence to erosions, lacerations, endocervicitis, strict- 
ures of the lumen, and character of the cervical 
mucus. 

As a next step in the survey, this author recom- 
mends x-ray visualization of the uterus and tubes, 
using an Opaque, non-irritating contrast medium, 
and maintaining the pressure on injection at less 
than 250 m.m. of mercury. Any subsequent check 
on patency can be made by gas injection. 


He suggests three procedures for determining 
the presence or absence of ovulation. One is the 
endometrial biopsy at onset of bleeding, which on 
microscopic examination reveals typical progesta- 
tional effects after ovulation. A second procedure 
is the quantitative measurement of pregnondiol 
glucuronidate in the urine after ovulation. A third 
procedure is a record of basal temperatures, with 
characteristic rise occurring at ovulation. 


The importance of thyroid function and of BMR 
determination in each patient is emphasized. 


The treatment in each case is, of course, based 
upon the cause if it can be determined. In the 
absence of any demonstrable organic or endocrine 
etiology, determination of the date of ovulation 
and concentration of efforts at conception at that 
time may be helpful. When there is endocrine 
cause, in either the man or woman, the prognosis 
is not good since most gonadotropic substances 
available at present have little effect. If there is 
obvious organic cause for sterility, the patient should 
be informed.—E.].R. 

* * * 


Anticoagulant Therapy 


Long Term Anticoagulant Therapy for Cardio- 
vascular Diseases. By William T. Foley and Irving 
S. Wright, Am. Jnl. Med. Sc., 217-2, 136-142, Feb., 
1949. 

The authors mention categories of patients who 
need anticoagulant therapy for years. The problems 
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mentioned are: old rheumatic heart disease compli- 
cated by valvular damage and auricular fibrillation; 
phlebitis migrans; recurrent thrombo-phlebitis; te. 
current coronary thrombosis. Experience gained 
and difficulties encountered in a group of 19 pa- 
tients who were maintained on dicumarol for from 
five to 20 months are discussed with some case 
reviews. The Link Shapiro modification of the 
quick thrombin time was used and the results 
were expressed in seconds of time and not as per- 
centage of activity. Patients were kept hospital- 
ized three or more weeks and daily prothrombin 
times done until the patients were ambulatory 
and until the daily dicumarol requirements were 
evaluated. Then they returned twice weekly for 
prothrombin times and dosage prescription. If blood 
prothrombin levels showed only minor fluctuations 
the interval between tests was prolonged to one 
week and in rare instances to 10 or 14 days though 
this was not recommended. No dose of dicumarol 
could be computed on weight, age or other basis, 
Weekly maintenance dosage ranged from 175 mg. 
to 800 mg. The average requirement in a stable 
patient has remained constant over as long as one 
and a half years. Requirements occasionally change 
during menstruation (need for more dicumarol); 
changes in diet (more protein, alcoholic debauches) 
have changed the dicumarol requirement. 


When prothrombin time (normal 14 or: 16 sec- 
onds) reached 60 seconds, two doses of 72 mg. of 
vitamin K intravenously were routinely used with 
four hours between them. Prothrombin times over 
300 seconds have occurred without serious hemor 
rhage although 60 is the upper limit of safety. 


No toxicity was detected in any of the patients 
studied and while on therapeutic level dosage n0 
thrombo-embolic episodes occurred. No serious 
hemorrhages occurred in the series and the therapy 
allowed the patients to lead normal lives and sup- 
port themselves. 


The dangers of improperly performed prothrom- 
bin time were emphasized.—P.W.M. 
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